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‘ aS f welcome relief of spasm and pain is continuously re- 
ported in functional G-I disorders, such as irritable, 


spastic colon syndrome; peptic ulcer; biliary dyskinesia; pylorospasm; and infant colic. 


ure 


relief can be expected... even in patients where other antispasmodics have failed.** 


GC dual antispasmodic action is specific to the 
G-I tract. Spasm pain is relieved by direct 


relaxation of the smooth muscle and postganglionic parasympathetic nerve blockage. 


by a e even in the presence of glaucoma‘... BENTYL does not 


increase intraocular tension, produce blurred vision, dry mouth or urinary retention. 
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_ 20 mg. t.i.d. (dicyclomine) Hydrochloride 
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Canad. M.A.J. 69:532, 1953. 
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Metamucil’ does 


In constipation, Metamucil produces SOFT, easy stools and stimulates gentle peri- 
stalsis. By adsorbing and retaining water within the stool Metamucil prevents hard 
feces from forming. And it adds to the intestinal residue a soft, plastic bulk which 
STIMULATES the normal reflex activity of peristalsis. 


SEARLE 
Metamucil is a brand of psyllium hydrophilic mucilloid with dextrose. 
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The American Academy of General Practice is a national 
association of physicians engaged in the general practice of 
medicine and surgery. It is dedicated to the belief that gen- 
eral practice is the keystone of American medicine, and to 
the conviction that continuing study is the basis of sound 
general practice. It is the role of GP, official publication of 
the Academy, to provide constantly the best postgraduate 
literature in all phases of general practice in its scientific 
section. In other regular departments it carries articles and 
official reports pertinent to the work of the Academy's 15 
standing committees. 
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General Practice. Materials for publication should be ad- 
dressed to the Editorial and Business Offices: Volker Boule- 
vard at Brookside, Kansas City 12, Missouri. Publication Of- 
fice (printer): 350 East 22nd Street, Chicago 16, lilinois - One 
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“This substance [Vitamin 
has added greatly to the. 
safety of anticoagulant therapy” 


reverse anticoagulant-induced hypoprothrombinemia 


the only available preparation chemically identical with naturally-occurring-vitamin K,... 
“has a more prompt, more potent and more prolonged effect than the vitamin K analogues” 


Dosage: Orally, & to thodify anticoagulant effects: 5 to 10 mg: initially; 15 to 25 
for more vigorous action. Intravenously, for ant guiant-induced bleeding 
adijemersencies 10 to 50 mg.; may be repeated as in ted by prothrombin time 
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SHOULD national medical journals limit the number of pages in 
an issue? This question has been tossed up by the Pharmaceuti- 
cal Advertising Club of New York and debated in its newsletter, 
The PACer. 

The pros point out that when a journal contains many, many 
pages, reader interest may tend to decrease. Further, they sub- 
mit, the more pages in a journal, the less chance of an advertise- 
ment’s being seen. They conclude that limiting pages should 
benefit all concerned. 

The cons counter that such a limitation, inconsistent with 
free enterprise, could vitiate incentive. Competitive factors will 
tend to set limits. Besides, they continue, it’s just a guess that 
restriction would help anyone; why not allow communications 
research to point the way? 

It has been GP’s good fortune to achieve recognition as a 
suitable vehicle for advertising to family doctors. Nearly every 
issue gains pages (as well as readers) compared to the same 
issue the year before. These gains contribute to GP’s purpose of 
furthering study among the nation’s family physicians. Yet 
they magnify responsibility. The challenge expands to de- 
liver an editorial product equal to the needs of a growing 
reader audience. 

Since its beginning, GP has sought the counsel of experts in 
all phases of magazine publishing—Audit Bureau of Circula- 
tions, Eastman Research Organization, J. K. Lasser and Com- 
pany, Daniel Starch and Staff. Two of these groups, Eastman 
and Starch, have independently made a finding that bears upon 
the above question: 

GP subscribers read throughout the book. 

Consider the implications of this finding. The task of snagging 
attention (to editorial or advertising copy) devolves mainly upon 
content and presentation. It does not hinge on mechanics such 
as position or devices like multipage formats and inserts on thick 
paper. 

It appears that much of the bulk and length of advertisements 


15 Orient Way, Rutherford, New Jersey 
Richard F. Knott, Midwest Representative 

7530 North Sheridan Road, Chicago 26, Illinois 
Dillenbeck-Galavan, Inc., Western Representative 
266 South Alexandria Ave., Los Angeles 4, 


over two pages long, particularly inserts, are usually superfluous. 
ius, advertisers in GP could profitably eliminate mechanical 
extras and bear down even harder on content and presentation 
of their messages, assured of retaining reader traffic and ex- 
eae posure. But GP is loath to impose restrictions on friends who 
California ci have helped win any success it might claim. 
Dale Wharton, Advertising Manager While you read through this copy, Doctor, observe how each 
COMPTROLLER page entreats your favorable attention. And as future issues 
Norman P. Allen come to you, let us hope excesses may have been worn away by 
J dint of competition. The remainder, hard kernels of informa- 
tion, offer the important facts and suggestions that you have 
come to expect in your favorite medical magazine—and to value 
in your practice. 


Materials for publication should be addressed to the Editorial 

ond Business Offices of GP: Volker Blvd. at Brookside, Kansas City 12, 
Missouri. Correspondence pertaining to scientific content 

may be addressed to the Office of the Medical Editor: Hugh H. Hussey 
M.D., Georgetown University Schoo! of Medicine, 

Washington 7, D.C. 


—M.F.C. 
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REPORT FROM THE EXECUTIVE DIRECTOR 


SEPTEMBER 1958 


News of Significant Events 


Congress Endorses 
Higher OASI Tax 


Forand Bill Suffers 
Temporary Setback 


Jenkins-Keogh Bill 
Dies in Senate 


> Voting 79-0, the Senate two weeks ago passed the social 
security 'liberalization' bill and tacitly ignored the 


Forand compulsory health insurance scheme. The politicos, 
obviously harried, haggard and homesick, had one eye on the 


legislative hopper and the other on 1958 elections. 


The social security bill, tailored to avoid a rumored 


veto, hikes OASI benefits approximately 7 per cent. It 
raises the wage base from $4,200 to $4,800, raises the tax 


rate from 2} to 2% per cent and prescribes more of the same 
medicine every three (instead of five) years. The House, in 
an earlier 'liberal' mood, voted 375-2 for bigger and bigger 
benefits. Thus, in all of Congress, only two unsung repre— 
sentatives voted against a bill that will cost taxpayers 
more than a billion dollars a year. 

Congress did not drag physicians into the social security 
panorama. This would have cost every doctor $180 in. 1959, 
$216 a year by 1969. In addition, there is very little 
evidence that later legislation won't bump the ante even 
higher. 


> The Forand bill, sponsored by the AFL-CIO, moved briefly 
under the arc lights as the Senate debated social security 


‘amendments. Speaking from the floor, Senator Wayne Morse 


(D-Ore.) offered a substitute bill containing even more 

‘liberal' OASI benefits plus free medical and surgical care. 

The Morse bill was summarily rejected by a voice vote. 
Senator Hubert Humphrey (D-—Minn.) then offered an amend— 


ment that would have tacked on the surgical (but not medi- 
cal) care provisions of the Forand bill. After discussion, 
Humphrey reconsidered and backed off. 

The temporary setback suffered by compulsory health in-— 


surance gives the medical profession no reason to feel 
complacent. New bills are already being framed and will, 


without the slightest doubt, be introduced next year. 


p> In its final legislative throes, the Senate ambushed the 
Jenkins—Keogh bill to let self-employed persons establish 
tax-deferred retirement income funds. The boom was lowered 
by Senators Morse and Russell Long (D-La.). Morse, long a 
ubiquitous fly.in the congressional ointment, muddied the 
waters by introducing a fuzzy substitute that would in no 
way correct income tax inequities. 


In this instance, both Senate policy committees were 


scared off by the apparently grim prospect of lower taxes 
and less federal revenue. 
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Report Progress 


Plan More Reliable 
Fee Study Methods 


> Six of the nation's top pharmaceutical houses have been 
ordered to answer Federal Trade Commission charges that they 
"fixed and maintained arbitrary, artificial, noncompetitive 
and rigged prices" on three tetracycline products. Offi- 
cials in all six companies promptly denied the charges. The 
companies are American Cyanamid, Bristol-Myers, Bristol 
Laboratories, Chas. Pfizer, Olin Mathieson and Upjohn. 

The FTC's formal complaint is: based on a 36l—page report 
following a two-year study by staff economic and legal 
experts. 

The complaint further charges that tetracycline was not a 
new discovery and therefore never patentable. As the holder 
of the patent, Pfizer is charged with having earlier made 
"false, misleading and incorrect statements." The patent 
could conceivably be revoked by the Justice Department by 
dragging in the government's sovereign power to prevent 
fraud. This, however, has happened only a dozen times in 
the nation's history. 

It seems obvious, in view of the recent "criminal conspir- 
acy" charges leveled at Eli Lilly & Co., that the federal 
government wants to further dominate the pharmaceutical in- 
dustry. It seems equally obvious that either (1) the patent 
office overlooked facts that are now termed "obvious" or 
(2) the FTC is belligerently determined to endanger the 
pharmaceutical industry's $130 million annual research pro- 
gram. Nothing has yet been heard from the people whose 
lives were saved by the tetracycline drugs. 


p> The nation nation' s_ voluntary health insurance industry, report- 
ing through the Health Insurance Council, points out that 
total health insurance benefit payments climbed almost 17 
per cent during 1957. Hospital, surgical and medical bene- 
fit payments went up 19 per cent. 

More than 121 million Americans currently carry hospitali- 
zation insurance. Nearly 109 million carry surgical insur- 
ance, 13 million have major medical expense protection and 
42 million have loss—of-—income policies. 


In the last five years, health insurance benefit payments 
have gone up 103.9 per cent. Last year, benefit payments 
totaled $4.2 billion or $11.5 million a day. 


> The Bureau of Labor Statistics plans to paint a more ac- 
curate picture of hospital and medical care costs. In the 
future, facts and figures will be obtained from younger 
doctors as well as their older colleagues and from intern- 
ists as well as general practitioners. Prepaid surgical 
care plan premiums will also be included. 

The bureau will also ask local medical societies to help 
select representative samples. Hospital charges for ancil- 
lary services may (or may not) be included. Bureau statis- 
tics point out that health services that cost $1 ten years 
ago now cost $1.42. 
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“No patient failed to improve.” 


pHisoHex washing added to standard 
treatment in acne produced results that 
.. far excelled... results with the many 
measures usually advocated.” 

pHisoHex maintains normal skin pH, 
cleans and degerms better than soap. In 
acne, it removes oil and virtually all skin 
bacteria without scrubbing. 

For best results—four to six washings a 
day with pHisoHex will keep the acne 
area “surgically” clean. 


1. Hodges, F. T.: GP 14:86, Nov., 1956. 
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Terms to Expire 1960: Francis P. Ruoapes, M.D., Maccabees 
Bldg., Detroit 2, Mich.; CHartes E. JR., M.D., 727 
N. Lewis, Tulsa, Okla; C. J. KtAAREN, M.D., Box 402, Moscow, 
Ida. 

Terms to Expire 1959: Louis Busu, M.D., 752 Merrick Rd., Bald- 
win, N.Y.; Boyp H. Payne, M.b., Professional Bldg., Staunton, 
Va.; Joseph W. Texrorp, M.p., 3255 Fourth Ave., San Diego, 
Calif. 


Committee on Scientific Assembly: Herman E. Dritt, M.D., Chair- 
man, 1959 Assembly, 23 Ninth Ave., S., Hopkins, Minn.; 
Garra L. Lester, M.p., Chairman, 1960 Assembly, 1 Morns 
Ave., Chautauqua, N.Y. 

Terms to Expire 1961: George V. Launey, Jr., M.D., 9528 Webb 
Chapel Rd., Dallas, Tex.; Amos N. Johnson, M.D., Garland, 
N.C. 

Terms to Expire 1960: Waurer W. Sackett, Jr., M.D., 2500 Coral 
Way, Miami, Fla.; Garra L. Lester, M.p., 1 Morris Ave. 
Chautauqua, N.Y. 

Terms to Expire 1959: Ermer Ripceway, Jr., 3601 
May Ave., Oklahoma City, Okla.; Herman E. Druitt, ™.D. 
23 Ninth Ave., S., Hopkins, Minn. 


Committee on Constitution and By-Laws: JoHNn E. Foster, ™.). 
Chairman, Foley, Ala.; A. I. Doxrorsky, M.D., 7257 5 
Jeffery Ave., Chicago, Ill. ; Leland §. Evans, M M.D., 217 W. 
Court Ave., Las Cruces, N.M.; ; Julian K. Welch, Jr., M.D., 10) 
N. Legit: Ave., Brownsville, Tenn.; Arthur P. Reding, M. D., 
Marion, S.D.; C. Sanders, M.D., 106 E. Kingshighway; 
Shreveport, La. 
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Committee on Voluntary Prepaid Medical Care: Rosert A. Price, 
u.D., Chairman, 3602 N. Fifteenth Ave., Phoenix, Ariz.; 
CarROu. WITTEN, M.D., 2237 Taylorsville Rd., Louisville, Ky.; 
William F. Putnam, M.D., Lyme, N.H.; Peter J. Scafarello, 
M.D., 410 Asylum St., Hartford, Conn.; Kenneth McPherson, 
M.D., 925 Sixth Ave., New Brighton, Pa. 


Committee on Rural Health: BENJAMIN N. SALTZMAN, M.D., Chair- 
man, 111 W. Sixth St., Mountain Home, Ark.; Georce W. 
KareLas, M.D., Newberry, Fla.; Ciurnron SwICKARD, M.D., 
604% Sixth St., Charleston, Ill.; Joun R. RopcGer, m.p., 
Bellaire, Mich.; Paut J. Sewert, Jr., m.pv., 509 California, 
Libby, Mont.; Cecil W. Clark, M.D., Cameron Medical Center, 
Cameron, La.; Valentin E. Wohlauer, M.D., Box 578, Brush, 
Colo. 


Committee on Insurance: Norman F. Coutrer, M.D., Chairman, 
1516 S. Kuhl Ave., Orlando, Fla.; Georce E. Burkert, Jr., 
m.D., 349 Main St., Kingman, Kan.; Frank H. Green, M.D., 
134 E. Second St., Rushville, Ind.; Richard P. Bellaire, M.D., 
38 Church St., Saranac Lake, N.Y.; Herbert W. Salter, M.D., 
4900 Euclid Ave., Cleveland, Ohio. . 


Committee on Mead Johnson Awards for Graduate Training in General 
Practice: BernarD E. Epwarps, M.p., Chairman, 704 N. Main 
St., South Bend, Ind.; Donaup H. Kast, m.p., Bankers Trust 
Bldg., Des Moines 9, Ia.; R. Adelaide Draper, M.D., 1107 
Washington St., Dorchester, Mass.; Walter T. Gunn, M.D., 
4617 Dahlia Ave., St. Lowis, Mo.; Earl L. Malone, M.D., 302 
W. Tilden, Roswell, N.M.; Robert E. Verdon, M.D., 576 
Anderson Ave., Cliffside Park, N.J. 


Ross Award Committee: Orson B. SPENCER, M.D., Chairman, 55 N. 
Sixth E., Price, Utah; Ralph J. Lum, Jr., M.D., 601 Avenue 
Miramar, Santurce, Puerto Rico; R. Varian Sloan, M.D., Aina 
Haina Shopping Center, Honolulu, Hawaii; Rafael C. Sanchez, 
M.D., 3330 Canal St., New Orleans, La.; Robert W. Henderson, 
M.D., 405 Broadway, Bismarck, N.D. 


liaison Committee on National Defense: SPENCER YORK BELL, M.D., 
Chairman, 1826 W. Clinch, Knoxville, Tenn.; Perer C. H. 
Ertnakes, M.D.. 1425 Main St., West Warwick, R.I.; Crype I. 
Swett, M.D., 18 Sherman St., Island Falls, Me.; A. M. Cox, 
M.D., 1809 Logan St., Cheyenne, Wyo.; Cyrus G. Reznichek, 
M.D., 1912 Atwood Ave., Madison, Wis. 


Committee on State Officers’ Conference: BERNARD P. Harpo.e, 
M.D., Chairman, 1920 N.W. Johnson, Portland, Ore.; Paul S. 
Read, M.D., 2415 Fort St., Omaha, Neb.; Carroll Witten, M.D., 
2237 Taylorsville Rd., Louisville, Ky.; Mr. William W. 
Rogers, Advisor, 461 Market St., San Francisco, Calif. 


Representatives to Joint Committee on Industrial Medicine: William 
B. Hildebrand, M.D., 59 Racine St., Menasha, Wis.; Logan T. 
Robertson, M.D., 17 Charlotte St., Asheville, N.C. 


Advisor to the Board on International Medical Affairs: U/. R. Bryner, 
M.D., 508 E. South Temple, Salt Lake City, Utah. 
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Committee on Mental Health: M. C. WicinTon, m.p., Chairman, 
310 W. Thomas St., Hammond, La.; ANDREw S. Toms, M.D., 
Box 3155, Victoria, Tex.; E. I. BaumGARTNER, M.D., 25 Alder 
St., Oakland, Md.; I. P. Frouman, m.p., 2924 Nichols Ave., 
S.E., Washington, D.C.; Richarp H. Gwartney, 2810 
State St., San Bernardino, Calif. ; Lawrence E. Drewrey, M.D., 
222 Van Buren, N.W., Camden, Ark. 


MUSE Committee (Committee on Minimum Uniform Standards in 
Education for General Practice): Hoitanp T. JACKSON, M.D., 
Chairman, Medical Arts Bldg., Ft. Worth, Tex.; Cuarves C. 
Cooper, M.D., 322 Hamm Bldg., St. Paul Minn.; J. S. DeTar, 
M.D., 55 W. Main, Milan, Mich.; Carterton R. Smirn, M.D., 
1101 Main St., Peoria, Ill.; Mary E. Jounsron, m.p., Tazewell , 
Va.; J. SHaw, m.p., Lee Hospital, Fayette, Mo.; 
Louis F. Rrrretmever, Jr., M.p., University of Mississippi 
Medical Center, Jackson, Miss.; John P. Lindsay, M.D., 5207 
Harding Rd., Nashville, Tenn.; Carroll B. Andrews, M.D., 
Box 367, Sonoma, Calif. 


Special Committee on 1958 invitational Scientific Congress: NORMAN 
R. Booner, M.p., Chairman, 447 E. Thirty-eighth St., 
Indianapolis, Ind.; Froyp C. Bratt, m.p., 833 South Ave., 
Rochester, N.Y.; M. C. Wicinton, m.p., 310 W. Thomas St., 
Hammond, La. 


Liaison Committee with the Specialty Societies: J. S. DeTar, M.D., 
Chairman, 55 W. Main, Milan, Mich.; Cuartes C. Cooper, 
M.D., 322 Hamm Bldg., St. Paul, Minn.; Carterton R. Smirn, 
M.D., 1101 Main St., Peoria, Ill. 


Academy Representatives on AMA Committee on Preparation for 
General Practice: J. S. DeTar, m.p., 55 W. Main, Milan, Mich. ; 
Jesse D. Ristnc, M.p., University of Kansas Medical Center, 
Kansas City 12, Kan.; Malcom E. Phelps, M.D., 203 S. 
Macomb, El Reno, Okla.; Mr. Cuartes E. Nyserc, Volker 
Blvd. at Brookside, Kansas City 12, Mo. 


“Well, to put it gently, you're as sound as a dollar 
—and you know what that means these days.” 
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This Month’s Authors 


John A. Aita, M.D. literally took his training coast-to-coast. A graduate of the 
State University of Iowa College of Medicine, Dr. Aita had a rotating internship at 
the U.S. Marine Hospital, San Francisco, then moved to Yale University’s College 
of Medicine for a two-year residency in psychiatry and mental hygiene. Back to 
the Midwest for a fellowship in neurology and psychiatry at Mayo Clinic and 
Foundation, he remained in Rochester three years. During World War II, Dr. 
Aita served with the Army Medical Corps. He is now associate professor of neur- 
ology and psychiatry at the University of Nebraska, Omaha. His article is entitled 
**The Nervous System in the Treatment of Acute Chemical Poisoning.” Page 91 


Charles H. Brown, M.D. is the author of 80 papers on gastroenterology. In 
writing ‘Results of Medical Treatment of Duodenal Ulcer Complicated by Ob- 
struction,” he worked with James W. Grifone, M.D. Dr. Brown is a staff member 
of the Cleveland (Ohio) Clinic and Hospital and is assistant professor of gastro- 
enterology at the clinic’s Frank E. Bunts Educational Institute. A graduate of 
the University of Chicago’s Rush Medical College, Dr. Brown is a diplomate of 
the American Board of Internal Medicine, a life fellow of the American College of 
Physicians and a member of the American Gastroenterological Association and 
the Association for Study of Liver Diseases. Page 78 


Harrison Fitzgerald Flippin, M.D. is the author of “Fever of Undetermined 
Origin: Clinical Notes on Blind Therapy and Aimless Laboratory Testing.” Pro- 
fessor of clinical microbiology at the University of Pennsylvania’s Graduate 
School of Medicine, Philadelphia, Dr. Flippin is also active honorary consultant 
in medicine in Philadelphia General Hospital’s Blockley division. He graduated 
from the University of Virginia School of Medicine, Charlottesville, and interned 
at the University of Pennsylvania hospital, later serving as the hospital’s chief 
medical resident. Extracurricularly, Dr. Flippin is rector’s warden, St. Mary’s 
Episcopal Church, Ardmore, Pa. Page 105 


Kenneth W. James, M.D. collaborated with John B. Tisserand, Jr., M.D., a 
fellow member of the University of Michigan’s dermatology department, on 
“Treatment of Acne Vulgaris,” this month’s Practical Therapeutics feature. Dr. 
James, a native of Windsor, Ontario, Canada, graduated from the University of 
Western Ontario, London, Ont., in 1953, joined Michigan’s University Hospital 
staff in 1955 and at present holds the rank of instructor. He plans to open 
private practice in Windsor this year. Dr. Tisserand, his associate, graduated 
from St. Louis University of Medicine, St. Louis, Mo., and took his residency at 
University Hospital, Ann Arbor, Mich. Page 130 


Lemuel C. McGee, M.D., medical director of Hercules Powder Company, Wil- 
mington, Del., is well qualified to write on “Realistic Approach to Occupational 
Hazards As a Cause of Disease.” A member of the AMA Council on Industrial 
Health and visiting professor of industrial medicine at the University of Pennsyl- 
vania, Dr. McGee has also written 60 other papers and a Student Manual of 
Industrial Medicine. He is a former vice president of the American College of 
Physicians, former president of both the Delaware Academy of Medicine and that 
state’s American Cancer Society division and is a member of the USPHS Advisory 
Committee on Occupational Health. Page 100 


4 
f 
q 
a 
4 
A 
A 
1 
F 
: 
‘ é j 
‘ 
A 
| 
a 
GP Seotember 1958 17 


Tree Booklet and Samples 


A request on your professional letterhead or prescription form ee 
‘will bring to you complete information, and a supply of 
samples. Please address the Loma Linda Food Company, 


Arlington, California, or Mount Vernon, Ohio. 


Medical Products Division 


LOMA LINDA FOOD COMPANY 
MT. VERNON, OHIO 


ARLINGTON, CALIFORNIA - 


Provides balanced 
nutritional values 


@ Fibre-free HYPOALLERGENIC formula. 


@ An excellent formula for regular 
infant feeding. 


@ An ideal food for milk allergies, 
eczema and problem feeding. 


SOYALAC h ‘ips solve the feeding problem of 
prematures and infants requiring milk-free diet. 


Strikingly similar to mother’s milk in composition 
and ease of assimilation, babies thrive on SOYALAC. 


Clinical data furnish evidence of SOYALAC’S value 
in promoting growth and development. 


Protein of high biologic value is obtained from the 
soybean by an exclusive process. 
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Yours Truly... 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Headway in India 


The following letter was received by AAGP’s past president, 
Dr. J. 8. DeTar of Milan, Mich., who in turn submitted it 
to the Academy for perusal in the field of foreign developments 
in general practice. Dr. DeTar complied with Dr. A. N. Roy’s 
request for material, as did Academy headquarters.—Pus- 
LISHER 


Dear Dr. DeTar: 

I read with great interest your editorial on “Renaissance 
of the Generalist” which was published earlier this year in 
Current Medical Digest. 

It is my personal feeling that the medical educationists 
and university authorities of the world have not given as 
much thought on the continuity of education of general 
practitioners as they have on postgraduate medical educa- 
tion for specialists and teachers. 

I gave my view in the Golden Jubilee session of the 
All-India Medical Licentiates’ Association, most of whose 
members are general practitioners and are scattered in the 
rural areas of our vast country—India. As in England there 
are two classes of medical men qualifying from (1) the con- 
joint board and (2) the universities, so in India during the 
British regime medical men qualified from state medical 
faculties (medical licentiates) and the universities. 

Three-fourths of the qualified medical practitioners in 
India, even today, are medical licentiates who are registered 
under State Medical Councils. Most of these men, after 
qualifying from medical schools, settle in rural practice and 
some are employed under government, railways and munic- 
ipal corporations. Most of the city doctors are medical 
graduates qualifying from university medical faculties. For 
general practitioners there is practically no provision for 
them to brush up on their education in order to keep them 
abreast of the times. 
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In order that there may be some institution for general 
practitioners, the All-India Medical Licentiates’ Associ- 
ation has taken the initiative to sponsor a movement for the 
foundation of an Institution for General Practitioners. 

I am the convenor of the committee entrusted with the 
task of seeing if it is possible to have such a college. In order 
to create a good impression in the minds of the medical 
profession of India and the public for such an organization 
we have planned to publish a special issue in September on 
“The Need of Continuity of Education of General Practi- 
tioners.”” I would be very pleased if you would contribute 
a paper on the scientific aspect of a general practitioner’s 
activity. 

I would also like a copy of your Presidential Address 
which was delivered at the 1956 Scientific Assembly of the 
American Academy of General Practice in Washington. 
Would you permit us to publish it in our journal ? 

I have also asked the Academy’s executive director to 
furnish me with developmental history of the Academy to 
inspire our workers. 

Dr. A. N. Roy 
Managing Editor 
Indian Medical Journal 
Calcutta, India 


Plaudit for “Planning” 


Dear Sirs: 

I read with great interest the “Personality” feature en- 
titled “Both Sides of a ‘Wonder’ Pill” which appeared in 
the July issue. The work of Drs. Pincus and Rock is cer- 
tainly one of today’s most important research programs. 

I am a registered nurse and a firm believer in planned 
parenthood. Too many people in this country have more 
children than they can take care of properly. Juvenile 
delinquency problems originate in homes where there are 
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so many children to look after that not one of them re- 
ceives proper attention. It’s no wonder they become 
police problems. 

I believe it’s high time for people to stop expecting the 
government to take care of their multitudinous offspring. 
It’s too bad that many of us have to dig deeper into our own 
pockets to help the government raise someone else’s 
children. 

I say more power to Drs. Pincus and Rock and to all 
scientists and physicians who see the problem and are 
ready to do something about it. Let’s hear more about this 
in future GP's! 

(Name Withheld on Request) 
Milwaukee, Wis. 


How About Medicognosy? 
Dear Sirs: 


Pending change in the name of the Academy, measures 
should be taken to insure improvement in nomenclature 
rather than status quo or regression. It would appear that 
the six “representative” names which the ORC (Opinion 


Research Corporation) is reported to have “chosen for | 


study” are merely for assimilation by the lay mind instead 
of elevation of the professional. 

Let there be consideration of academic names embued 
with meaning and capable of explanation where such is in 
order. In illustration, “The American Academy of Medicog- 


with the 

usual cough 
remedies? 


nosy,” implies each member maintains a present tise 
knowledge of medicine. Solicitation of others would j,ro- 
duce many improvements. 

Cuar.es B. PETERSON, JR., 
Lancaster, Pa. 


Budding Interest 


Dear Sirs: 

Recently I received a questionnaire from your office re- 
garding classification of practice. I have completed the 
questionnaire and have returned it to your office. Since | 
eventually plan to enter general practice, I am very 
interested in membership in your Academy. 

At present I am interning in Denver, Colo., under the 
Denver General Community Rotating Internship Training 
Program. I am a 1958 graduate of the University of 
Cincinnati College of Medicine and took the Ohio Siate 
Medical Board examinations June 19-21, 1958. I plan to 
take at least one year of general practice residency training 
before returning to Ohio to enter private general practice. 

Would you please send information and application 
forms regarding membership in the Academy. 

M. Rosert Huston, 
Denver, Colo. 


The questionnaire referred to by Dr. Huston is part of a 
study being made by the Academy to determine what kind of 


—do you find that the local soothing effect of cough syrups is not enough? 
—are you concerned about the side effects of codeine? 
—do you find that many remedies decrease cough productivity? 


—do you have patients who do not cooperate fully 
because of cumbersome forms of issue and too frequent dosage? 
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practice. post-World War II medical graduates are doing 
and what has been the extent of their residency training. The 
interest shown in the survey is evidenced through inquiries 
such as the one from Dr. Huston. Membership data is now 
in his 


Allied Field 


Dear Sirs: 

I am an avid reader of GP and have always found it to 
be exceptionally interesting. 

I would like to take this opportunity to bring forth a 
point of information regarding our Residency Training 
Program in Physical Medicine and Rehabilitation. Two of 
our most recent residents are general practitioners and 
have found physical medicine and rehabilitation to be a 
field closely allied to theirs. 

The Veterans Administration has established at this 
hospital an approved three-year Residency Training Pro- 
gram in Physical Medicine and Rehabilitation with either 
a regular or career appointment. Stipend for the regular 
appointment is from $3,250 to $4,165 and the career ap- 
pointment is from $6,505 to $9,890 per year, depending 
upon qualifications. As you are aware, there are tremendous 
opportunities in the field of physical medicine and 
rehabilitation, both in institutional practice as well as 
private practice. 

The Veterans Administration Hospital of Houston is a 


not... 
here’s why you 
should try new 
Perles 


*controls cough by dual action—in the chest as well as at cough centers of the brain. 
*2¥ times as effective as codeine’ without the side effects of codeine. 


Dean’s Committee hospital and is affiliated with Baylor 
University College of Medicine. 
I would like to note the availability of this residency 
training program in your magazine. 
Lewis A. LEAvITT, M.D. 
Chief, Physical Medicine 
Rehabilitation Service 
Veterans Administration Hospital 
Houston, Tex. 


Selective Service 


Dear Sirs: 

I’m enclosing a self-addressed stamped envelope for your 
convenience in mailing me the portion of the directory of 
affiliated physicians for Detroit, Mich. I first learned of 
this service through an article in Reader’s Digest. My pres- 
ent doctor was acquired in this manner, and we are all 
very much pleased with his service. Due to my husband’s 
work as a minister, we move from place to place and do 
appreciate very much this way of being certain the physi- 
cian we choose is a worthy one. 

Mrs. B. J. VARNER 
Greenville, Ohio 


Another such request comes from distant Honolulu, Both 
Mrs. Varner and Mrs. Klingel have since received their 
respective lists —PUBLISHER 


*controls cough frequency without decreasing productivity or expectoration. 
*Perles offer convenient, precise dosage and relief for 3 to 8 hours. 


WERAGE ADULT DOSAGE: 100 mg. t.i.d. 
Intefractory cough, up to 6 perles (600 mg.) 
moy be given. 


MWERAGE DOSAGE FOR CHILDREN UNDER 10: 
One Pediatric Perle (50 mg.) 1.i.d. 


WPPLIED: TESSALON Perles, 100 mg. (yellow). 
Pediatric Perles, 50 mg. (red). 


Pediatric Perles avilable Oct. 1, 1958. 


Shane, S_J., Krayski, T. K., and Copp, S. E.: 
M.A 77:600 (Sept. 15) 1957. 
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during her pregnancy 
and throughout lactation 


KAFrSEALS® 


vitamin-mineral combination 


She supplements her daily diet with the NATABEC Kapseals prescribed by her physician. 
The carefully balanced formula of NATABEC provides vitamin-mineral support helping to 
promote better health for both mother and child. 


each NATABEC Kapseal contains: 


Vitamin B: (thiamine) mononitrate............. 


Vitamin Biz (crystalline)... 2 mcg. 


Vitamin Be (pyridoxine hydrochloride) ..........3 
Vitamin C (ascorbic acid). 


dosage: As a dietary supplement during preg- 
nancy and throughout lactation, one or more 


Kapseals daily. Available in bottles of 100 and 


1,000. 

CAnm 
Be, * PARKE, DAVIS & COMPANY 
% DETROIT 32, MICHIGAN 


~ 
" 
® 
i 
‘ 
Calcium carbonate .600 mg. 
Vitamin units (10 meg.) 
3 
ae Synkamin® (vitamin K) (as the hydrochloride) . . .0.5 mg. 
| 
Vitamin units (1.2 mg.) 
Intrinsic factor concentrate 5 meg. 
— 
35558 


Dear Sirs: 

Once again I am seeking your assistance. We have 
moved to Honolulu and I wonder if you would be able to 
furnish me with a list of Academy members who are 
practicing here. 

If you do have such a list, I would greatly appreciate a 
copy of it as I am stranded here with no knowledge of any 
doctor. With your list, I would be so relieved as I know 
that any name you recommend would be a person to be 
trusted and confided in. 

Your list of California physicians was so very helpful 
when we lived there. 

Mrs. C. 
Honolulu, T. H. 


Perfect Contact 
Dear Sirs: 


I have been advised to contact you in an effort to obtain 
a physician to take over the practice of my husband, Dr. 
David R. Mathie, who died on April 24. 

Dr. Mathie had been here 25 years and the doctor be- 
fore us had been here 35 years. The practice includes two 
salaried industrial positions and other industrial work, plus 
a good rounded general practice. 

Newton Falls is located nine miles from Warren where 
there are two very good hospitals. 

The office is one block from two good drug stores. 

The population is more than 5,000. It is a growing 
community with one new church, two more in the process, 
anew gymnasium, new city hall and many new substantial 
homes. 

There are five Protestant churches and three Catholic 
churches; two grade schools, a high school and one 
Catholic school. : 

Newton Falls has Masonic, Knights of Columbus and 
Odd Fellow lodges; Kiwanis, Rotary and Lions clubs. 

The office is as my husband left it, cleaned and ready to 
open. I am in a position to give the right person every 
opportunity. 

If interested please contact me at once. 

Mrs. Rutu MAruig, R.N. 
27 South Canal Street 
Newton Falls, Ohio 


Our Pleasure 


Dear Sirs: 

I now see why I regularly read in the “Yours Truly” 
column the many orchids you receive from people who 
have either published articles or have spoken at the 
Academy’s national meetings. There is a certain dignity 
emanating from your office which is very pleasing. It makes 
publishing a paper fun. 

¢ honorarium is an example of the “nice touch” and 
for this and other things, I thank you. 
Jerome T. NoLan, M.D. 
Exeter Clinic 
Exeter, N. H. 
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“ “When he sees it engraved 
on a Tablet of Quinidiné Sulfate 
he has the assurance that me 
the Quinidine Sulfare is produced a 
from Cinchona Bark, is alkaloidally 
stanidardized, and thefefore of” 
uinwarying activity and quality, 


When the physician writes “DR” 

(Davies, Rosé) on his prescriptions’ 
Tablets Quinidine Sulfate, he is 
asdured that this “quality” tablet 
dispensed to his patient. 


Rx Tablets Quinidine Sulfate Natural. 
©.2 Grare (or 3 grains) 
Davies, Rose 


Davies, Rose & Company, Lignited 
Boston 
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THE COMPLETE Rx 
FOR COUGH CONTROL 


cough sedative / antihistamine / expectorant 


e relieves cough and related symptoms in 15-20 minutes 
e effective for 6 hours or longer promotes expectoration 
e rarely constipates e cherry-flavored 


Each teaspoonful (5 cc.) contains: 
Hycodan® 
Dihydrocodeinone Bitartrate ......... at 
(Warning: May be habit-forming) 6.5 mg. 
Homatropine Methylbromide ........ 1.5 mg. 
Pyrilamine Maleate 12.5 Mg, 
Supplied: as a pleasant-to-take syrup. May be habit-forming. 
Federal law permits oral prescription. 


Literature on request 


ENDO LABORATORIES 
Richmond Hill 18, New York 
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Oil for the Labs of China 


MEDICAL KNOWLEDGE, medical treatment, concern for 
the suffering are common human denominators. They 
also serve as unassailable bulwarks in the fortress of 
international understanding and good will. Awareness 
of this fact has been demonstrated in the United States 
in past years in increased emphasis on training of for- 
eign personnel in our medical schools and clinics. 
What is generally overlooked, however, is the fact that 
the trainees’ newly-acquired skills are often handi- 
capped back in their homeland by lack of the modern 
equipment they have learned to use in this part of 
the world. 

The American Bureau for Medical Aid to (Free) 
China (ABMAC) of Los Angeles has been working for 
some years to assist the Nationalist Chinese on For- 
mosa with medical and surgical supplies and with 
postgraduate training in American medical centers for 
qualified doctors and technicians who return to train 
others. 

Now ABMAC is making an appeal for funds to pro- 
vide equipment needed by the trainees—in particular, 
for the use of an outstanding cardiac and thoracic sur- 
geon, a cardiac catheterization tube, a cardioscope, a 
Bennett positive pressure oxygen machine and an 
electrocardiograph. If sufficient funds could be pro- 
vided, the equipment would be sent to Formosa as a 
tribute to the memory of Dr. Ewing L. Turner, who 
served with the United States Army Medical Corps in 
Asia during World War II and who was especially 
interested in China. 

According to Dr. L. A. Alesen of Los Angeles, 
present ABMAC chairman, the gift of $25 from every 
U. §. doctor would work a miracle in medical progress 
inFormosa. Any amount is welcome, however, and can 
be sent to ABMAC in care of Dr. Alesen at 124 South 


las Palmas Avenue, Los Angeles 4. Contributions are 
tax-deductible. 
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Editorials 


Hazards of Radiation Exposure 


‘THE DELETERIOUS EFFECTS of exposure to radiation have 
been known since the discovery of ionizing radiation 
by Roentgen in 1895. As early as 1896, reports of 
damage to skin from overexposure began to appear. 
Overzealous and enthusiastic therapists have been far 
too willing to ignore the possibility of radiation damage 
in order to gain what is often only temporary benefit in 
treating benign lesions. 

The organ most frequently injured is the skin. The 
typical changes of atrophy, telangiectasis, hyper- and 
hypopigmentation, ulceration and frank necrosis usual- 
ly develop within a few months to several years from 
the time of exposure. In some patients the most serious 
sequela is cancer which occurs asa delayed reaction and 
is rarely seen until eight or more years after exposure. 
Montgomery, writing in the Journal of the American 
Medical Association in 1938, reported a 10 per cent inci- 
dence of skin cancer in patients who had undergone 
radiation therapy for lesions other than skin cancer. 
Cancer may also arise in previously irradiated mucous 
membranes. 

Pathologic studies have shown that the squamous and 
basal cell types of cancer are more numerous than 
fibrosarcoma, leukemia and bone sarcoma. 

Other parts of the body may be severely damaged by 
the effects of radiation. Necrosis of muscle, cartilage 
and bone occurs both early and late after exposure. 
These changes result in large open wounds that become 
painful, purulent and indolent. Wide surgical excision 
with free skin grafting or pedicle flap transfer frequently 
is required before healing will result. In other instances, 
fatal blood dyscrasias have developed. Postradiation 
cataracts will occur after a dosage of 1,200 to 1,500 r. 

The patients who suffer damage of those types may 
be divided into two groups. First are those who have 
benign lesions that have been treated with radiation, 
the most common of which are acne vulgaris, hemangi- 
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oma, dermatitis, “neuritis,” bursitis, lupus vulgaris, 
chronic lupus erythematosus and various superficial 
and deep infections. Recent reports indicate a relation- 
ship between radiation exposure and thyroid cancer in 
infancy and childhood. Second, there are those who 
have received radiation exposure by accident, such as 
physicians, dentists and technicians, and certain pa- 
tients in whom there were errors in the technique of 
treatment. In the case of “operating” personnel, there 
has usually been insufficient protection during the per- 
formance of diagnostic or therapeutic radiologic pro- 
cedures. 

The dosage factors in most of these cases are not 
obtainable and can only be estimated by history but 
seem to consist of multiple small exposures over a 
period of months to years, resulting in a relatively large 
total dose. This multiple-dose long-duration type of 
exposure seems to be more productive of skin and 
mucous membrane cancer than the shorter more con- 
centrated schedules employed in the primary treatment 
of skin or deep-lying cancers. It is rare to find a patient 
in whom skin cancer has occurred in the skin portal 
area of rays directed toward an underlying tumor. 

The late results of heavy radiation exposure may be 
disastrous. Such complications occurring after radia- 
tion treatment for cancer are understandable and are 
to be accepted as part of the risk in the management of 
malignant disease. On the other hand, it is inexcusable 
when radiation is given in large doses for benign lesions 
over a long period of time well beyond the point where 
a therapeutic response is to be expected. 

The use of radiation therapy for the treatment of be- 
nign lesions is dwindling. If radiation is to be used for 
benign lesions, the patients should be carefully se- 
lected and the radiation precalculated to be of limited 
dosage with close observation of the local skin reaction 
(some persons are hyperreactive). And most important 
of all, the radiation must be administered under the 
personal supervision of a physician trained in the bio- 
physics and technique of radiotherapy. 


Voluntary Health Agencies vs. United Funds 


Most PEOPLE have money that other people want for 
various purposes. For the most part, money changes 
hands in connection with services or goods that are of 
immediate value to the person who “gives” the money. 
A notable exception is charity. Then the donor has no 
expectation of immediate advantage to himself. He 
“gives” for the satisfaction of helping others. 

There was a time when money collected by medical 
charitable organizations was used almost exclusively for 
services of the moment. Now that is changed. The 
voluntary health agencies use large parts of their funds 
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for education and research. In a sense, therefore, :\iey 
compete with federal and state governments wich 
also spend large sums to support medical educition 
and research. Of course, there is an important di‘Ter- 
ence. Government operates by taxation, while volun- 
tary health agencies get money by appeal. Most pevple 
would agree that such variation is healthy. 

Recently another type of agency has entered the 
competition for public funds for medical education and 
research. This is the united fund, or federated fund— 
an organization that began as a community device to 
make fund-raising more efficient. Well, the united fund 
idea has caught on, and its protagonists seek to enlarge 
the area of its activities. They propose that the united 
fund should do more than simply gather and distribute 
—should in fact play a part in developing new pro- 
grams. Since this way of thinking includes programs for 
medical education and research, and since the united 
fund method now has national (as opposed to com- 
munity) scope, it is evident that united funds are in- 
deed in the competition. It is evident further that they 
compete directly with the voluntary health agencies 
and not with government. 

These changes raise questions of importance par- 
ticularly to the medical profession. (1) Do united 
funds have a rightful part in programming as well as 
fund-raising? (2) If so, can united funds and voluntary 
health agencies coexist peaceably, each operating its 
own campaign and its own program? (3) Or, should 
voluntary health agencies abandon their private cam- 
paigns for funds and depend hereafter upon united 
funds for support? 

The extent to which united funds intend to develop 
medical research programs is not yet fully apparent. 
However, they are sponsoring (or supporting) “health 
foundations” for the purpose, and it seems likely that 
such support will expand, not retract. As far as the 
medical profession is concerned, this is all right, pro- 
vided the “health foundations” spend their money 
wisely. Certainly the medical profession has a funda- 
mental responsibility to insure that the standards and 
policies of these agencies are carefully evaluated. 

As for peaceable coexistence of united funds and 
voluntary health agencies, the record to date is disap- 
pointing to say the least. The extent to which they are 
at odds was exposed strongly last February by Dr. 
Robert W. Wilkins, President of the American Heart 
Association. His accusations: 

1. That united funds have used intolerable pressures 
and coercions in an effort to force voluntary health 
agencies to abandon independent campaigns for funds. 

2. By implication, that federated plans of fund-rais- 
ing are not all truly voluntary—are forced on the people 
and the participating agencies. 
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$. That united funds promoters are inconsistent. 
They “do what they profess to abhor: they establish yet 
another agency”’ (health foundations). 

4, That “United Fund people may understand local 
charity needs, but they know nothing about the re- 
quirements of the nationally coordinated programs of 
medical research being conducted by the voluntary 
health agencies.” 

5, That current united fund policies will cause medi- 
cal research to dwindle. 

From the tone of the remarks by Dr. Wilkins and 
others closely associated with voluntary health agen- 
cies, it seems highly unlikely that those agencies will 
let united funds take over all fund-raising responsi- 
bilities. That is just as well. However efficient, how- 
ever economic the idea of united-fund giving may be, 
it tends to get between a man and the object of his 
charity. He loses his sense of identification with that 
object—hence gives less and has less satisfaction from 
giving. 

United fund techniques have another disadvantage. 
This was summed up by one of GP’s most loyal readers 
ina single sentence—a complicated sentence, it’s true, 
but one that would lose its impact if it were reworded. 
He said, “There is a psychologic block that when a 
man is told he is giving voluntarily, but he is pressured 
to give involuntarily by being assigned the amount he 
should give, he doubts that he is giving voluntarily, I 
think.” 


Uncle Wilfred 


ALTHOUGH DISTRESSED by an element of grim, unfor- 
tunate truth, Uncle Wilfred is still mildly amused by a 
philosophic gem currently making the rounds. He’s 
been advised, claims Uncle Wilfred, that God helps 
those who help themselves and the government helps 
those who don’t. 


Exercise and Coronary Artery Disease 


SEVERAL YEARS AGO Benton and Rusk presented epi- 
demiologic data that suggested that regular physical 
exercise tends to prevent the development of serious 
coronary artery heart disease. For example, in a large 
group of transit workers in London, angina pectoris 
was relatively more common among the conductors 
working on busses (physically active men) than the bus 
drivers (sedentary) who had a higher incidence of 
rapidly fatal coronary thrombosis. That difference in 
the behavior of coronary artery heart disease’ seemed 
related to the difference in physical activity of the two 
groups of men. In like manner, the total incidence of 
coronary artery heart disease was found to be lower in 
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what he believes with regard to regular éxercise. In- 


postmen (active) than in other government employees 
whose work was sedentary. A similar analysis of epi- 
demiologic data for the total male working population 
aged 45 to 54 in England and Wales indicated that the 
coronary mortality of the groups doing physically 
heavy work was less than half that of the groups doing 
light work. 

In the Journal of the American Medical Association 
for June 7, 1958, Pomeroy and White provide further 
substantiation for the thought that regular exercise is 
good for the coronary circulation. They studied the 
health records of former football players. Now football 
players are a vigorous heroic group, but the former 
football players of the Pomeroy-White study were just 
a part of the middle-aged population. With the 
passage of time, some of them had relaxed into seden- 
tary habits, while others had continued a program of 
regular vigorous exercise. The authors noted, ‘Those 
who maintained even moderate habits of exercise were 
less prone to coronary heart disease, and no individual 
in this study who maintained a heavy exercise pro- 
gram happened to develop coronary heart disease.” 

None of the studies to date proves that exercise pre- 
vents coronary heart disease, but they do strongly 
support that view. And one thing is sure—one of the 
authors of the JAMA article believes and practices 


deed, there was an occasion several years ago when 
Dr. Paul Dudley White showed the sincerity of his 
belief by climbing the stairs to the top floor of the 
National Press Building—one of the tallest buildings 
in Washington, D.C. At the end of the climb, he was 
not even breathing hard, but the same cannot be said 
for another physician and a newspaper reporter who 
accompanied him. 


Perspectives 


Tue votume of the scientific literature is truly stagger- 
ing. Recent essays on this subject have supplied figures 
on numbers of journals, numbers of articles and num- 
bers of words. In his presidential address before the 
Southern Society for Clinical Research (New Orleans, 
January, 1958), Segaloff showed graphically that the 
annual output dwarfs the Empire State Building. Who 
can “keep up”? 

Many answers have been proposed for the problem of 
indexing this avalanche of words and data. Presumably, 
there will be eventually a happy, organized solution. 
Meanwhile, those journals that are devoted to the publi- 
cation of scientific observations have found their own 
temporary solution to the growing space limitations. 
**Boil it down” the little verse goes. ‘Skim it well—then 
skim the skimmings—boil it down.” 
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Editorial policies in the basic science journals are 
often such that the data may be published in full, but the 
development of the ideas, and speculation on the mean- 
ing of the data are curtailed. Theoretic considerations 
are often omitted. 

About theory, Ingle says, ‘Current attitudes . . . are 
shaped by the reaction against the uncritical thinking 
of armchair scientists of an earlier day who did not ap- 
preciate the fact that the experimental method is usually 
necessary for discrimination between fact and fancy. . . 
the rising pressure for space to publish data in scientific 
journals has set editorial policy against speculation and 
even against history and discussion of ideas.” 

The result: another journal, strangely enough. Per- 
spectives in Biology and Medicine is published by the 
University of Chicago Press, and edited by D. J. Ingle 
and S. O. Waife. Its purpose is “‘to communicate new 
ideas and stimulate original thought.” New hypotheses 
and interpretive essays are published. Three issues have 
appeared to date. 

Physicians ought to be aware of this unique literary 
venture. The fundamental nature of much of the ma- 
terial obviously does not make for light reading. But 
here one can read the “thinking” of informed investiga- 
tors and clinicians. If you see it, read its table of con- 
tents. There is nothing of “practical” value. But in its 
noble purpose, Perspectives would appear to be, a place 
where glimpses into the future of medicine can be 
found. And you may occasionally find yourself saying, 
“By golly, I’ve thought of that!” 


A Warning About Iproniazid (Marsilid) 


IN RECENT MONTHS, newspaper accounts and a scatter- 
ing of articles and editorials in scientific journals have 
called attention to the fact that iproniazid (Marsilid) 
has the potentiality for provoking severe liver damage. 
Indeed, belated discovery of this fact led the manufac- 
turer of the drug to recall large stocks from commer- 
cial distributors in order to change the instructions 
and recommendations about dosage. However, an arti- 
cle by Zetzel and Kaplan in the New England Journal 
of Medicine for June 12, 1958, indicates that severe 
liver damage may develop even in patients who are 
taking what is considered to be a relatively small dose 
of iproniazid. 

There has been wide enough experience with 
iproniazid to indicate that hepatic toxicity is rare, 
occurring in perhaps one of every 2,000 patients re- 
ceiving the drug. This is probably less frequent than 
the incidence of jaundice resulting from the adminis- 
tration of chlorpromazine. However, the latter reaction 
is mild, whereas iproniazid jaundice is likely to be 
severe. Cases have been reported in which the course 
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is similar to fulminant viral hepatitis or the severe liver 
damage that results occasionally from cincophicn, 
phosphorus, or carbon tetrachloride poisoning. 


In Hoc Signo Vinces 


Too OFTEN, experts concerned with improving mcdi- 
cine’s relations with the public forget that the formula 
for good public relations is after all a very simple one. 
The first essential is observance of the homely virtues 
of humility, tolerance, honesty and restraint. 

Last month, Academy President Holland Jackson 
was queried by the editors of Time magazine for com- 
ment on a statement by an outstanding microbiologist 
to the effect that modern medicine preserves the lives 
of many biologic unfits and thus deteriorates the 
race. 

Said Dr. Jackson, ‘Who are we as doctors to say 
who shall survive and who shall be left by the wayside? 
We should not try to play God, ever.” 

Amen! 


Orchids to Mississippi 


Tue Mississippi Academy of General Practice deserves 
resounding plaudits on its Handbook of Information for 
Mississippi Physicians. Distributed to all Mississippi 
physicians, the handbook will prove invaluable as a 
guide to medical services and facilities. It also includes 
key state laws governing the practice of medicine. 

Medical public relations, normally aimed only at 
consumers of medical care, often tend to overlook 
the doctor who faces the important and continuing 
assignment of purveying medical care. There is a good 
case to be made for internal public relations and with 
this special thought in mind, our sincere congratula- 
tions go to the Mississippi Academy of General Prac- 
tice and its Handbook Committee headed by Dr. 
William E. Lotterhos. 


Go! Stop! 


AT THE MEETING of the American Medical Association 
in San Francisco last June, the House of Delegates in 
one instance was clearly guilty of giving mixed signals 
to its Board of Trustees. In one breath the House as 
much as said, “Get busy; act now!” In the next breath 
the order was changed to “Wait a while.” The “go- 
stop” incident happened in relation to the problems 
physicians are having with “third-party plans” for 
medical care—especially the plan of the United Mine 
Workers of America. 

Troubles with UMWA go back a long way, but 
June, 1957 serves as a convenient starting point for the 
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story. At that time the AMA approved “Guides to 
Relationships Between State and County Medical 
Societies and the UMWA Welfare and Retirement 
Fund”—a set of principles that included provision for 
free choice of physicians and hospitals on the part of 
the Fund’s beneficiaries. In December, 1957, the 
AMA House of Delegates ruled that the right of free 
choice had been abrogated by the UMWA Fund, and 
accordingly voiced a resolution of condemnation of 
the Fund and further... 

"Resolved; that a broad educational program be 
instituted at once by the American Medical Associ- 
ation to inform the general public, including the bene- 
ficiaries of the Fund, concerning the benefits to be 
derived from preservation of the American right to 
freedom of choice of physicians and hospitals . . .” 

During the ensuing six months, that resolution 
(now familiarly known as Resolution No. 20) was con- 
sidered by two AMA councils, by the Committee on 
Medical Care for Industrial Workers, and by the 
Board of Trustees. The outcome was a report from the 
Board in which the intent of Resolution No. 20 was 
approved, with a recommendation for postponement 
of the “broad educational program.” 

When the Reference Committee on Insurance and 
Medical Service of the June AMA meeting had studied 
that report, they endorsed the idea of postponement. 
In particular, the committee agreed that full imple- 
mentation of Resolution No. 20 should await the final 
report of the Commission on Medical Care Plans—a 
report that probably will be delivered to the House of 
Delegates at their next meeting. 

It was soon evident that the House was in no mood 
to accept the idea of postponement. The Reference 
Committee was overruled in a motion that called for 
immediate implementation of Resolution No. 20. 

So far, so good. The intention of the House of 
Delegates seemed quite clear. But, not five minutes 
later, they switched directions. As the Chairman of 
the Reference Committee on Insurance and Medical 
Service continued his report, he came to a considera- 
tion of another, more recent resolution demanding an 
educational program to inform physicians and the 
public about the advantages of maintaining a policy in 
which “third-party” health plans provide free choice 
of physicians. In keeping with their views on Resolu- 
tion No. 20, the Reference Committee again endorsed 
the principle of such an educational program but 
recommended that it be deferred “until the Commis- 
sion on Medical Care Plans reports at the 1958 Clinical 
Session.” And the House of Delegates said “Aye” 
unanimously! 

It is apparent that the House was inconsistent in its 
action. Having said ‘tgo” the House next said “stop.” 
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In view of the sequence of the commands, it would 
seem that there must be delay by those AMA agencies 
that will be expected sooner or later to deliver the 
‘educational program.” Yet, considering the mood 
of the House of Delegates at the time of the report by 
the Reference Committee on Insurance and Medical 
Service, such delay may indeed be a violation of the 
intention of the House. 


The Medical Statesman 


**As physicians, our first obligation is, of course, to our 
patients. But as members of the medical profession, 
our obligation extends to all mankind.” 

In these words of his inaugural address as AMA 
president, Gunnar Gundersen asked his fellow physi- 
cians to rally to the support of a program for better 
world health and for brotherhood and peace. He 
acknowledged that physicians carry a large burden of 
local and personal problems—the problem of keeping 
abreast of medical science, the worries of social, 
economic and political affairs—but he seemed confi- 
dent that they are ready to consider their obligations 
to all humanity. 

Dr. Gundersen pointed to the Hippocratic tradition 
whereby dedicated physicians have made their knowl- 
edge and compassion available to all who needed 
them. 

He brought his listeners up to date by recalling 
his own experiences in the affairs of the World Medical 
Association. There he had had an opportunity to meet 
hundreds of physicians from more than 50 countries. 
He had found in them a desire for closer understand- 
ing and cooperation on a human basis. He spoke of a 
“growing recognition that medicine, with its resources 
and influence fully mobilized, can perhaps do more for 
world peace than the billions of dollars being poured 
into armaments.” He derived from all this the “‘con- 
viction that the time has come when medical statesman- 
ship must be carefully used to augment the methods of 
political diplomacy.” 

Certainly it is true that physicians of the world have 
a common thread in their concern for human life and 
health. 

They have an area of interest—a means of com- 
munication and understanding—that is above the 
strifes and tensions of the world political arena. 
There are, therefore, cogent reasons to believe that 
physicians can promote world peace in the truest 
sense of the word. 

To those who heard Dr. Gundersen speak, it was 
evident that he is not a dreamer of idle dreams. He is 
a leader. He is, in reality, the prototype of the medical 
statesman. 
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The Oklahoma City Family Clinic 

provides a panel of four— 

physician, lawyer, minister and financial expert— 
to hear the complaints of a couple who are 

having marital trouble. 

The experts are carefully selected to insure impartia ity. 
Husband and wife are heard in turn, 

each in the presence of the other. 

They are encouraged to “tell all” — 

to express all their dissatisfactions and complaints. 
Recommendations are then offered by the panel— 
with a high probability 

of successful resolution of the marital problem. 
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A Clinical Method 
for Solution 
of Family Problems 


WALTER H. DERSCH, M.D., 
STANLEY F. WILDMAN, M.D. 
AND BLISS KELLY 

Oklahoma City, Oklahoma 


Wir EVER-INCREASING FREQUENCY, physicians are team- 
ing up with those of other professions and skills to 
apply the specialized knowledge and training of all in 
solying life’s problems. The experience of the group 
known simply as the Oklahoma City Family Clinic, 
covering ten years of successful efforts in what is gen- 
erally referred to as “marriage counseling,” points up 
am outstanding example of this teamwork. 

Here, the combined skills of four disciplines are 
itilized—physicians, attorneys, ministers and finan- 
Gal experts. Panels composed of one member from 
ach such group work with couples to find sources of 
difficulty and to prescribe remedies that will assure 
results. 

In checking the results of the work of these panels 
through follow-up reports, and in analyzing detailed 
information on hundreds of cases, new techniques and 
theories have been developed. The most important 
fact brought out is that there is within every commu- 
nity the specialized training and knowledge necessary 
to cope with the ever-serious problem of family dis- 
Solution and divorce, with its backwash of juvenile 
delinquency and crime. 

Next in importance is the considered opinion of the 
members of the Oklahoma City organization that there 
ino definable cause or causes of divorce and separa- 
tion of families, such as alcoholism or infidelity, but 
that there are combinations of causes, in infinite variety, 
and peculiar to each married couple and each family. 

Each husband and each wife is an individual, having 
Me iiherited and environmental characteristics unlike 
those of any other living person. These two, when 
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making up a husband-and-wife team, create conflicts 
and problems that are also peculiar to that couple 
only, and unlike those of any other couple. Combina- 
tions of resentments, likes and dislikes, hereditary 
weaknesses and tendencies, psychologic and physio- 
logic differences, must be studied, considered and 
weighed in making all decisions leading to recommen- 
dations for changes. 

Surprising as it has been to even the most optimistic 
members of the Oklahoma City Family Clinic, no 
couple has yet been found who failed to achieve a 
peaceful, happy home, if they were willing to follow 
the recommendations made by the panel. (This, of 
course, excepts cases where insanity was present in a 
few instances.) In line with this statement is the show- 
ing of statistics just compiled, that 90 per cent success 
was achieved over the ten-year period, and that these 
families have been guided into new habits that brought 
happy families and well-adjusted children. 


Background of the Clinical Method 


The plan for the Oklahoma City Family Clinic was 
devised when a number of civic-minded physicians, 
attorneys and businessmen became concerned about 
the high rate of family break-up in Oklahoma City as 
well as in other parts of the nation. They began con- 
ferring with ministers, judges, law enforcement officers, 
juvenile welfare workers and others in an effort to find 
the cause. They viewed the problem as one of first im- 
portance, in that the welfare of the nation depends 
upon the welfare of the family. Disintegration of the 
family will eventually cause disintegration of the na- 
tion and its culture, these men believed. 

In analyzing the problems of the family, it was soon 
apparent that juvenile problems depend for their solu- 
tion upon the parental problems and their solution. 
Therefore, it was decided to concentrate upon solution 
of the conflicts of husbands and wives. By so doing, not 
only the troubles of husbands and wives would be 
remedied, but the causes of the delinquency of their 
children would be prevented. 

It was quickly discovered that many different disci- 
plines have requests for advice and help from people 
having marital troubles. Yet, each of these professional 
persons felt insecure in attempting to find solutions 
for problems outside his own professional competence. 
Ministers frequently called in bankers or credit men to 
help solve financial problems, since most ministers dis- 
claim all knowledge of financial matters. Lawyers sent 
clients to physicians for treatment of physical illness 
in order that nervous tensions might be reduced to the 
point that sensible conferences might be had and legal 


entanglements straightened out. In turn, physicians 
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were frequently faced with the problem of trying to 
relieve symptoms resulting from nervous tensions 
traceable to worries over financial difficulties. Only an 
expert on budget and money matters could properly 
advise such patients on how to remove the underlying 
cause of their physical upsets. 

Family discord, studies showed, could be classified 
under four general headings: physical, legal, spiritual 
and financial. It was therefore clear that, in order to 
find proper solutions for these problems, it was neces- 
sary to bring together specialists in each of these areas, 
present the facts to them, and then combine and co- 
ordinate the knowledge and skills of each in working 
out a comprehensive diagnosis and prescriptions for 
remedying the complaints. 

In that connection, the experience of the Oklahoma 
City group has been revealing. Their records show 
that, in any case where one of the four specialists has 
been absent when a conference was held with a couple, 
failure has resulted. It has been found that, even 
though no particular help is needed from one of the 
members of the panel, that person must be present to 
assure the couple that their trouble is not caused by 
anything in his area of learning. 

Success of the Oklahoma City plan is attributed to 
the fact that none but ethical personnel are used, these 
being selected and appointed by the four professional 
societies from which the membership is drawn. Each 
year, upon election of the president of the county 
Medical Society, a committee of five members is asked 
to assist in selecting a number of physicians who are 
well qualified for this work (25 this year). They serve 
alternately on panels during the year. Attorneys are 
selected in the same manner by the county Bar Asso- 
ciation, and financial experts are drawn from banks, 
building and loan associations and credit management 
ranks through similar procedure of the Retail Mer- 
chants Association. Ministers are appointed after care- 
ful sifting of lists of all ministers in the community by 
a committee of the Council of Churches, without refer- 
ence to denominational affiliation. 

The medical participants are usually men who have 
a background of general practice prior to specialization 
or are still general practitioners. Except in the early 
research years, psychiatrists have not been appointed 
to serve on panels, it being recognized that these are 
highly specialized practitioners, and that the work of 
the panelist is largely diagnosis. If, in any case, psy- 
chotherapy is necessary, the physician on the panel 
will not only recommend such help, but will pave the 
way for the patient to find a psychiatrist particularly 
suited to his needs. He assists also by giving the psy- 
chiatrist a general history and background of the case 
as brought out in the panel hearing. 
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The Clinical Method 


Contrary to all previously approved procedur« in 
cases of this kind, both husband and wife are seen to- 
gether, each talking in the presence of the other. No 
private conferences or examinations are held separately. 
Everything is discussed in the presence of all, inciud- 
ing the woman secretary who is present at all con- 
ferences and follows up on all recommendations, to see 
that they are carried out. 

Many husbands and wives do not express their most 
intimate thoughts to each other. In these conferences, 
couples have an opportunity, for the first time in their 
lives, to talk freely about their complaints and irrita- 
tions, with a sympathetic audience of expert listeners, 
and to “tell each other off” so as to unburden their 
minds entirely. 

This is accomplished by requiring one party to be 
silent while the other “tells everything bad about the 
other.” Then, after one has told all, the other is re- 
quired to do the same thing. Each is given pencil and 
paper and instructed not to interrupt the other, but 
to make notes of important points to be brought out 
later. In every such conference, each of the parties will 
state that complaints have been made and inner feel- 
ings stated for the first time, and that as the result, 
each begins to understand the other better. 

At first, when the group considered itself as in the 
laboratory or research period, there was doubt whether 
husbands and wives would talk freely in the presence 
of each other, and particularly, in the presence of five 
other persons (physician, attorney, minister, financier 
and secretary). One brilliant physician, after being 
appointed to serve, refused to attend any conferences, 
insisting that the parties would not talk freely before 
such a “crowd” and before each other. Only in the 
privacy of the inner office of one of the professional 
men, where confidences are protected by law, could 
the full truth be obtained, he insisted. Later, a friend 
induced him to attend a panel conference as an ob- 
server—and the skeptical doctor immediately became 
an active and devoted member of the Family Clinic 
group. He found that couples talked more freely than 
in the privacy of his inner office. 

Why this is so seemed first a mystery to panel mem- 
bers, but the reason is simple. A patient who has a 
high respect for his doctor, and particularly one who 
knows the doctor outside the medical office, insists 
upon attempting to maintain a mutual respect. That is, 
he will not permit his physician to know all his failings 
because he would thereby lose face in the eyes of his 
doctor. The same is true of the relation of client and 
attorney, of parishioner and minister, and it is acutely 
true of banker and borrower relationships. 


GP Volume XVIII, Number3 


Ph 
1 
q 
a 
h 
0 
| 
} 
4 
| 
| 


be 
the 
re- 
and 
but 
out 
will 
eel- 


ult, 


the 
ther 
nce 
‘five 
cler 
eing 
Ces, 
fore 

the 
onal 
ould 
iend 
ame 
linic 


than 


1em- 
as a 
who 
sists 
at is. 
lings 
f his 
- and 
utely 


mber 3 


But, this being true, how is the barrier broken down 
in these conferences? By having all members of the 
panel strangers to the couple. In setting up confer- 
ences, the secretary checks each member to be sure 
none is acquainted with the couple. It is explained, at 
the opening of the conference, that this makes for un- 
prejudiced and impartial hearings and recommenda- 
tions, and this has always been the case. 

From this it can be seen also that the family physician 
must not be a member of a panel meeting with any pa- 
tient he has treated, no matter how much he might be- 
lieve he could help because of his knowledge of the 
history of the case. For the same reason, failures have 
resulted when the family lawyer came with the couple, 
trying to be of assistance; with similar results where 
ministers or financial advisers of the parties tried to 
help. Best results were obtained when even the fact that 
the couple came to such a conference was kept con- 
fidential. 

In the conferences (members do not refer to them as 
“hearings,” and do not use the term “‘counseling”’), 
questions are always asked in a kindly manner and are 
aimed at accomplishing two objectives: (1) to bring 
out all the underlying facts, even back through child- 
hood environmental influences, and (2) to bring out 
points that will clearly show the couple the basic cause 
of conflicts and trouble. If each one, husband and wife, 


believes that he has discovered the true cause of trouble 
(and is correct), then it is easy to explain how to over- 
come the difficulty. 

Here then, is encountered the truth of the state- 
ment made earlier herein, that no one particular cause 
of trouble may be pointed out, but that each case is a 
different admixture of hereditary and environmental 
influences, and must be treated in the light of its own 
peculiarities. 

This is demonstrated in the experience of the 
Oklahoma City group. During the first year, a very 
high rate of success was shown. After a few months of 
the third year, this rate began to drop, and studies 
were made to determine the reason. It was found that 
panel members were being reappointed for succeeding 
years, and that those who had served longest were be- 
ginning to believe that all cases fell within certain de- 
fined patterns and that recommendations could be 
almost standardized. Upon appointment of new (and 
inexperienced) members, the rate of success went 
back up—and has remained high ever since, as the 
older members have learned this technique of treating 
each case as unique. 


(Further information about the Oklahoma City Family Clinic can 
be obtained from Mr. Bliss Kelly, Midwest Building, Oklahoma 
City, Oklahoma.) 


Facts about Obesity 


THE MAN oF 45 who is proud that his 
weight is the same as it was when he 
was 25 may need to look at a mirror 
instead of the scale. Although his weight 
is unchanged, the 45-year-old may nev- 
ertheless be fat. 
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Frequently, in a patient having duodenal ulcer with obstructi:n, 
the ulcer crater or the deformed bulb or both 

cannot be demonstrated on initial roentgen examination, 

but can and should be demonstrated after from five to ten day: 
of medical treatment. As a supplement to medical therapy, 
cobalt-60 teletherapy to the fundus of the stomach 

may be employed to decrease gastric acid secretion. In 36 patients 
having severe pyloric obstruction when first seen, 


there was an initial favorable response to medical treatment. 
Thirteen of the patients subsequently underwent surgery, 
although these patients had done well for a considerable period 
before surgery. Twenty-three patients continued to do well 

on medical treatment. These findings indicate that obstruction 
due to duodenal ulcer can be successfully treated medically, 
and that in the majority of patients so treated, 

the obstruction does not recur. 


Results of Medical Treatment of Duodenal Ulcer 


Complicated by Obstruction 


JAMES W. GRIFONE, M.D. AND CHARLES H. BROWN, M.D. 


Auburn, New York 


Department of Gastroenterology, The Cleveland Clinic Foundation, 


and The Frank E. Bunts Educational Institute 
Cleveland, Ohio 


WITH THE PASSAGE OF TIME, many important medical 
reports become buried in the literature and the dis- 
covered truths forgotten. Thirty-three years ago, Sippy 
in an historic paper described his treatment of peptic 
ulcer. He stated, ‘As unbelievable as it may seem, 
cases of duodenal ulcer recurrent for years, that have 
finally developed a high grade pyloric obstruction due 
to actual anatomic narrowing from indurated, in- 
filtrated and edematous tissue, have yielded com- 
pletely to the medical management.” He further re- 
ported that more than 90 per cent of all cases of pyloric 
obstruction responded favorably to adequate medical 
management. Sippy believed that the probable causes 
of the pyloric obstruction were pyloric spasm, inflam- 
matory swelling, and perhaps, at times, a local peri- 
tonitis. 

Brown, who continued Sippy’s practice, believed 
that pyloric obstruction probably was caused by py- 
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lorospasm, edema, inflammatory swelling, or scar tissue, 
and that medical treatment usually resulted in rapid 
subsidence of the inflammatory swelling and pyloro- 
spasm. He stated “... only a fraction of the cases, 
which are obstructive when seen by the physician, 
require surgery for permanent scar tissue stenosis.” 
Brown, in 1930, presented follow-up studies on 1,224 
patients with peptic ulcer, many of whom originally 
had been Sippy’s patients. Of these, 34 per cent or 
425 patients had evidence of obstruction. Nonetheless, 
only 94 of the 1,224 patients were referred to surgery, 
and many of these 94 were operated upon because of 
complications other than obstruction, such as hemor- 
rhage or perforation. The majority of patients with 
obstruction responded favorably to medical treatment. 

Bockus stated, ‘Except in infancy, peptic ulcer 1s 
the most frequent cause of marked gastric retention, 
but the symptoms and signs of pyloric obstruction are 
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due to spasm and edema more often than to organic 
stenosis.” 

Lahey also emphasized the value of medical treat- 
ment for obstruction associated with ulcer. He stated 
that operation was required in less than one-third of 
the patients having ulcer with pyloric obstruction seen 
at the Lahey Clinic. He commented that “. . . pyloric 
obstruction occurring with active ulcer symptoms is 
most commonly due to spasm, infection and edema, and 
that a large majority of such patients can be relieved 
of their obstruction by nonoperative measures. . .” 

From the Cleveland Clinic, Collins and Rossmiller 
stressed the value of a trial on intensive medical treat- 
ment before surgery is advised for patients with pyloric 
obstruction. Collins and Sanchez-Vegas reported that 
medical treatment alone relieved pyloric obstruction 
in 20 patients. There are many similar reports on 
the successful medical treatment of pyloric obstruction 
due to duodenal ulcer. 

Recently some of our residents have suggested that 
high-grade pyloric obstruction invariably indicates the 
necessity of surgery and the uselessness of medical 
treatment. In addition, some of our surgical colleagues 
have proposed that surgery usually is indicated in a 
patient having obstruction due to a duodenal ulcer. 
They believe that although medical treatment may be 
initially successful, the patient will have subsequent 
bouts of obstruction and ultimately will come to sur- 
gery. 

The purpose of the present study is to report the 
results of follow-up studies of 36 patients having high- 
grade pyloric obstruction due to active duodenal ulcer 
who were treated medically. From the results of these 
studies we can perhaps find answers to the following 
questions : 

Did the patients have repeated recurrences of ob- 
struction? Was the ulcer program too difficult and 
tedious for many to follow? How many ultimately had 
operations, which if done sooner might have spared 
them distress? And finally, with the low mortality and 
morbidity of surgery now as compared with that of 
33 years ago, should the patient with severe pyloric 
obstruction be treated medically or should he be 
operated upon promptly ? 


Diagnosis 


An accurate diagnosis of pyloric obstruction due 
to duodenal ulcer may be impossible when the patient 
8 initially examined. The signs and symptoms of 
carcinoma of the pylorus may simulate those of pyloric 
obstruction due to ulcer, and the two conditions can 
be distinguished only after the obstruction has been 
relieved by medical treatment for from five to ten days. 
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A clinical history of previous episodes of ulcer dis- 

tress or of previous attacks of vomiting suggests benign 
ulcer rather than neoplasm. Although obstruction oc- 
casionally develops with the first attack of ulcer, most 
patients have a long history of ulcer distress when 
obstruction develops. With the onset of obstruction, 
the characteristic sequence of ulcer symptoms (pain- 
food-relief—pain-food-relief) may be superseded by 
symptoms of gastric stasis (postprandial epigastric 
fullness, anorexia, nausea, regurgitation and vomiting). 

On physical examination there may be evidence of 
dehydration and alkalosis; a succussion splash may be 
elicited and auscultation may show increased gastric 
peristalsis. Search for malignancy (abdominal mass, 
Virchow’s node, Blumer’s shelf) should of course be 
thorough. 

Laboratory examinations include blood count, uri- 
nalysis and determinations of values of blood chlorides, 
serum sodium, CO2, serum potassium and blood urea. 
Collins and Sanchez-Vegas found the urinary chloride 
concentration of more diagnostic value than the blood 
chloride concentration. Gastric analysis is of help in 
determining the degree of obstruction and also the 
acidity. Bockus states, ‘The coexistence of achlor- 
hydria and pyloric obstruction denotes the presence of 
malignant disease in about 95 per cent of cases.” On 
the other hand, hyperchlorhydria usually is present 
in patients with duodenal ulcer. 

The most important single diagnostic study of these 
patients is roentgen examination of the stomach. The 
initial roentgen examination may disclose only pyloric 
obstruction, the obstruction being so severe that its 
cause (duodenal ulcer or pyloric carcinoma) may not 
be evident. Usually, after from five to ten days of medi- 
cal treatment, the duodenal bulb can be outlined on 
roentgen studies and the cause of the obstruction can 
be established. 

If the cause of the pyloric obstruction is in doubt 
after the above-mentioned procedures, gastric cytologic 
examination may be helpful. 

If the cause of the obstruction remains obscure, if 
there is a possibility that carcinoma of the pylorus is 
present, or if the obstruction is not relieved after from 
five to ten days of intensive medical treatment, surgery 
is advised. 


Medical Treatment 


The medical treatment of obstruction due to duo- 
denal ulcer has been outlined by Collins and Ross- 
miller, and by Brown and Hoerr. The patients are 
hospitalized and kept at bed rest. If there is extreme 
obstruction with frequent vomiting or considerable dila- 
tation of the stomach, nothing is given by mouth; the 
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Figure 1. (Case 4, Table 2) a. (above, left) (3/15/50) After only 
a three-week history of ulcer distress, x-rays showed almost complete 
obstruction with marked dilatation of the stomach. In six hours there 
was almost complete retention of barium. b. (above, center) (3/27/50) 


Figure 2. Ulcer distress of two years’ duration. a. (below, left) 
(7/24/53) Stomach is large and atonic and contains large quantity 
of fluid and food. For 30 minutes no barium passed out; six- 
hour films showed 90 per cent retention. b. (below, right) (8/3/53) 
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After 12 days of treatment, the stomach had returned to normal 
size, and emptied readily with no six-hour retention. A small crater 
was seen at the base of the bulb. ¢. (above, right) The patient was 

asymptomatic for six years. He returned with similar symptoms of & | 


After 11 days of treatment, x-rays showed the st h to be normal | 
in size with no obstruction. The duodenum showed ulcer deformity 
and a crater was thought to be present fluoroscopically. This patient 
has continued asymptomatic the past four years. 
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five days’ duration in January, 1956. X-rays showed a large 
dilated atonic stomach with 100 per cent retention in five hours. 
Vagotomy and gastroenterostomy were done without a further trial 
on medical treatment. 


Figure 3. Ulcer distress for 15 years. a. (below, left) (11/25/53) 
wormal | The stomach is markedly enlarged and atonic. Nothing passed 
formity Wh out of the stomach during fluoroscopic examination and the duode- 
patient num was not visualized. Only a small amount of barium was given 

because of the obstruction. b. (below, right) (11/30/53) The stom- 


stomach is aspirated with a large Ewald tube, a Levin 
tube is inserted and continuous suction is maintained 
with Wangensteen’s apparatus. Seldom is it necessary 
to continue the Wangensteen suction for longer than 
from 24 to 48 hours, and in many patients continuous 
suction is unnecessary. 

Dehydration and electrolytic imbalance are treated 
with fluids administered parenterally, including dex- 
trose and saline. Urinary chloride determinations, as 
reported by Collins and Sanchez-Vegas, are of value 
in following the electrolytic balance. In addition a uri- 
nary output of 1,500 ml. per day should be maintained. 

When the stomach is believed capable of at least 
emptying fluids (this may be at the onset of therapy), 
the continuous suction during the day is stopped. The 
patient follows a strict ulcer schedule with antacids 
every two hours from 7 A.M. to 9 p.M., and a smooth 
*A diet,” which is very bland, with food or milk 
every two hours from 8 a.m. to 8 p.m. At 10 p.m. the 
patient’s stomach is aspirated with a large Ewald tube 
to insure complete emptying. If more than 250 cc. of 
material is obtained, a Levin tube is inserted and 


ach is normal with no obstruction. The duodenal bulb shows a 
constant ulcer type of deformity. After five days’ treatment, this 
patient’s obstruction was relieved with normal emptying of the 
stomach. More than three years later (January, 1957), he reported 
that he has remained well and has no difficulty uf on bland diet. 
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GASTRIC RETENTION SIX 
HOURS AFTER BARIUM MEAL 


Per Cent Number 
Retention of Patients* as 
2 
50-60 4 i 
60-70 1 
2 
6 
10 

Total 28 


*Of the eight patients in the series in 
whom six-hour films were not obtained, 
four had a markedly dilated stomach 
and six had gastric retention after 24 
hours. 


Table 1. 


Figure 4. Repeated episodes of obstruction (Case 6, Table 2). a. Di- 
lated stomach with 95 per cent retention of barium in this six-hour 
film (5/13/48). Despite the marked retention, this patient responded 
to medical treatment until November, 1952. b. Dilated stomach with 
85 per cent retention in the six-hour film (November 26, 1952). 
The patient again responded to treatment and six days later had 
no retention in six hours. A recurrent episode of obstruction occurred 
in February, 1953; since this was the third episode of obstruction, 
vagotomy and gastroenterostomy were done. 
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continuous suction is applied during the night. If 
less than 250 cc. is obtained, it is an indication ‘\at 
the obstruction is improving; the continuous suc'ion 
is not used, but the patient is given antacids by mouth 
every two hours during the night. 

The amount of material secured through aspirations 
with the Ewald tube at 10 p.m. indicates the response 
of the obstruction to treatment. Invariably there is a 
progressive decrease in the amount obtained at this 
aspiration. After from five to ten days of treatment, 
further roentgen studies with six-hour retention film 
are obtained. If the amount of material obtained at the 
10 P.M. aspiration and the roentgenograms continue to 
indicate obstruction, operation is advised. In our ex- 
perience, this has rarely occurred. 

When the obstruction has been relieved, the patients 
are discharged from the hospital on a strict ulcer pro- 
gram, consisting of a bland diet with food or milk 
every two hours from 8 A.M. to 8 P.M., antacids every 
two hours from 7 A.M. to 9 P.M., mild sedation, anti- 
cholinergic drugs and supplemental vitamins. Since 
anticholinergic drugs decrease gastric motility, they 
are withheld until the obstruction has been relieved, 
but then are used freely. The patients are instructed 
to return in six weeks for a further check-up and ad- 
justments in their medical program. To decrease gas- 
tric acid secretion, two of the patients were given 
cobalt-60 teletherapy in addition to medical treatment. 
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DATA OCF 13 PATIENTS HAVING DUODENAL ULCER AND OBSTRUCTION 
“WHO RECEIVED MEDICAL AND THEN SURGICAL TREATMENT 


Case Age, 
If 


on } 4 M 


6 64 M 
8 41 M 
9 37 F 
mber3 SP Scotember 1958 


Presenting Roentgen Medical Subsequent Course 
Complaint Findings Treatment and Surgical Treatment Comments 
Duedenal ul- 11/7/48: 80% Hospital 11/8/46, Good result for several Died here 
cer diagnosed _retention after 6 roentgen study 11/ months; symptoms of 2 / 28 
5 yr. before hr.; etiology un- 15/46 {no obstruc- obstruction. 4/47 gas-  Diagnoss, 
determined tion, deformed duo-  troenterostomy at an- carcinoma 
denum; question other hospital of liver 
small crater). Disch. 
11/18/46 
Ulcer-like 12/31/46: 80% Hospital 12/31/46, Roentgen study 6/ 


symptoms for 
39 yr. 


Ulcer symp- 
toms for 3 yr. 


Obstruction 
symptoms for 
3 wk. 


Abdominal 
cramps and 
vomiting for 3 
mo. 


Vomiting 
blood for 1 
wk. 


Stemach 


symptoms for 
18 yr. 


Stomach 
symptoms for 
22 yr.; duo- 
denal ulcer 
and obstruc- 
tion 1-47 


Ulcer-like 
symptoms for 
4-5 yr. 


retention after 4 
hr.; contracted 


pyloric canal 


1/10/46: dis- 
tended stomach, 
stenosed canal, 
deformed duo- 


denal bulb 


3/15/50: 100% 
retention after 
6 hr.; duodenum 
not visualized 


3/11/48: 95% 
retention after 6 
hr.; duodenum 
not visualized 


5/13/48: 98% 
retention after 6 
hr.; duodenal 
deformity with 
question shallow 


crater 


1/6/50: 20% re- 
tention after 6 
hr.; duodenal 
deformity with 
crater 


6/4/48: 75% re- 
tention after 6 
hr.; elongated 
pyloric canal, 
deformed duo- 
denal bulb 


9/17/46: 80 to 
90% retention 
after 4 hr.; ulcer 


crater in base of - 


duodenal bulb 


roentgen study 1/6/ 
47 (duodenal ulcer; 
no obstruction). 
Disch. 

Hospital 1/10/46, 
roentgen study 1/20/ 
46 (deformed duo- 
denal bulb; no ob- 
struction). Disch. 1/ 
23/46 


Hospital 3/21/50, 
good response; 
roentgen study 3/27/ 
50 (possible duodenal 
crater; no obstruc- 


tion). Disch. 3/31/50 


Hospital 3/12/48, 
roentgen study 3/16/ 
48 (no obstruction; 
narrowed pyloric ca- 
nal; duodenal de- 
formity). Disch. 3/ 
19/48 


Hospital 5/15/48, 
geod response; 
roentgen study 5/ 
24/48 (no obstruc- 
tion; duodenal uicer 
crater.) Disch. 


Hospital 1/6/50, 
roentgen study 1/ 
27/50 (stomach and 
duodenum normal). 
Disch. 

Hospital 6/5/48, 
good response. 
Disch. 6/12/48 


Hospital 9/17/46, 
roentgen study 9/24/ 
46 (no obstruction; 
narrowed pyloric ca- 
nal). Disch. 9/30/46 


20/49 (75% retention). 
Vagotomy and gas- 
troenterostomy here 


6/25/49 


Roentgen study 2/4/ 
55 (30% retention aft- 
er 4 hr). Recurrent 
symptoms. Vagotomy 
and gastroenterostomy 


here 2/8/55 


Roentgen study 1/25/ 
56 (100% retention 
after 5 hr.). Vagotomy 
and gastroenterostomy 
here 1/31/56. Roent- 
gen stud) 1/9/51 


Roentgen study (98% 
retention after 3% 
hr.). Vagotomy and 
gastroentcrostomy 


here 1/15/51 


Roentgen study 11/ 
26/52 (85% reten- 
tion); good response 
to medical treatment. 
Roentgen study 2/16/ 
53 (100% retention). 
Vagotomy and gastro- 
enterostomy here 2/ 


1843 


Roentgen study 3/21/ 
52 (30% retention af- 
ter 4 hr.). Vagotomy 
and gastroenterostomy 
here 3/24/50 


Roentgen study 1/10/ 
52 (duodenal ulcer; 
no obstruction). Va- 
gotomy and gastroen- 
terostomy. here 1/28/ 
52 


Gastroenterostomy at 
another hospital in 
1951 


Patient did 
well for al- 
most 6 
years 


Patient 
could not 


speak Eng- 
lish 


Operated 
upon for ul- 
cer, no ob- 
struction 


Patient did 
not follow 
medical 
manage- 
ment 
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DATA SF 13 PATIENTS HAVING DUODENAL ULCER 


WHO RECEIVED MEDICAL AND THEN SURGICAL TREATMENT 


AND OBSTRUCTION 


Case Age 
No. Yr. Sex 


10 40 


Presenting 
Complaint 


Roentgen 
Findings 


Medical 
Treatment 


Subsequent Course 
and Surgical Treatment 


Ulcer-like 
symptoms 
for 2 yr. 


Atypical 
symptoms for 
many years 


Epigastric dis- 
tress for 3 yr. 


Epigastric 
pain for 7 yr:, 
hematemesis 
for 2 wk. 


5/6/48: _reten- 
tion after 6 hr.; 
question crater 


9/29/50: 90% 
retention after 6 
hr.; 50% 24-hr. 


residue 


12/3/48: ob- 
structed stom- 
ach; duodenal 


crater 


Study not done 
because of pa- 
tient’s poor con- 
dition 


Hospital 5/15/48, 
roentgen study 5/13/ 
48 (no obstruction; 
duodenal deformity) . 
Disch. 


Hospital 10/5/50, 
roentgen study 10/9/ 
50 (duodenal ulcer; 
no obstruction). 


Disch. 10/11/50 


Hospital 12/3/48, 
roentgen study 12/ 
14/48 (duodenal de- 
formity; obstruc- 
tion). Disch. 12/16/ 
48 


Hospital 12/26/52, 
gastric aspiration 
2,400 cc.; roentgen 
study 12/29/52 (duo- 
denal ulcer; no ob- 
struction). Disch. 
12/31/52 


Gastric surgery at an- 
other hospital 6/24/ 
54 


Vagotomy and hemi- 
gastrectomy at another 


hospital 6/55 


Obstruction4 /40, good 
response to medical 
treatment. Roentgen 
study 5/7/52 (no ob- 
struction; duodenal 
ulcer). Vagotomy: and 
gastroenterostomy 
with excision of ulcer 
here 6/30/52 


Roentgen study 6/21 / 
55 (complete obstruc- 
tion); 7/11/55 (25% 
retention). Vagotomy, 
hemigastrectomy, gas- 
troenterostomy here 
7/14/55 


Patient did 
not follow 
medical 
manage- 
ment 


Never fol- 
lowed medi- 
cal manage- 
ment 


Asympto- 
matic until 
a few days 


“prior to ad- 


mission 
when he 
noted ‘‘cof- 
fee- 
grounds” 
vomitus 


Table 2. (Continued from preceding page) 


Results 


Insofar as possible, this series of 36 patients having 
active duodenal ulcer with obstruction was selected 
on the basis of objective roentgen findings rather than 
clinical impressions. Adequate follow-up information 
was obtained for all patients. We depended not only 
on data from the patients’ charts, but also on informa- 
tion obtained in letters from the patients and from their 


local physicians. 


The average duration of ulcer symptoms in the 
group was 11.7 years. Six patients had had symptoms 
for from 22 to 39 years. While obstruction usually 
results from repeated episodes of ulcer, in five patients 


obstruction apparently developed with the first attack 


84 


zh 


of ulcer and in fact was the first symptom of ulcer. 
Three of these patients subsequently were operated 


upon. Seven of the 13 patients who underwent opera- 
tion had had ulcer symptoms for less than five years 
when they were first examined. 

Retention roentgen films of the stomach were ob- 
tained six hours after a barium meal in 28 of the 36 
patients. The roentgenologist’s estimate of the degree 
of retention of barium is summarized in Table 1. All 


of the patients had at least 20 per cent retention, and 


23 of the 28 had more than 50 per cent retention. 

A high degree of obstruction also was present in the 
eight patients in whom six-hour retention films were 
not obtained. In four patients the stomach was mark- 
edly dilated to several times its normal size. Two pa- 
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tients did not have retention films; one patient was 
too sick, but 2,500 cc. of material was aspirated from 
his stomach. Six of these eight patients showed re- 
tention in 24 hours, amounting to 40 per cent and 50 
pet cent in two patients. Consequently, from findings 
on six-hour retention films in 28 patients and on 24- 
hour retention films in six patients, all 36 patients in 
this study had severe high-grade obstruction. 


RESPONSE TO MEDICAL TREATMENT IN PATIENTS 
SuBSEQUENTLY UNDERWENT OPERATION 


In 13 of the 36 patients, the initial response to medi- 
cal treatment was good, and obstruction was relieved, 
but gastric surgery subsequently was performed. Data 
in these cases are summarized in Table 2. The interval 
between the time the patient’s condition was diagnosed 
here as obstruction and the time of operation ranged 
from more than nine years to three and one-half 
months; the average interval was 47 months. The 
significant factor is that these patients did respond 
favorably to medical treatment initially and continued 
to do well for periods ranging from three and one-half 
months to nine years. Of the 13 patients, eight were 
operated upon because of clinical and roentgen evi- 
dence of recurrent obstruction, but one patient at the 
time of surgery, had roentgen evidence only of duodenal 
uleer and not of obstruction. The remaining four pa- 
tients were operated upon at other hospitals, and def- 
inite information concerning the indications for sur- 
gery is not available. Nine of the patients were operated 
upon here: eight underwent vagotomy and gastro- 
enterostomy and one underwent vagotomy and hemi- 
gastrectomy. The remaining four patients were operated 
upon at other hospitals; two had gastroenterostomy, 
one had hemigastrectomy and vagotomy, and one had 
“gastric surgery” of undetermined type. 

There is evidence that three of these 13 patients 
never followed the medical program. This, of course, 
raises the question of how conscientiously the other 
patients followed the program. A fourth patient, the 
woman who was operated upon only three and one- 
half months after medical care had been begun, could 
not speak English and undoubtedly had great difficulty 
following a medical program. One patient who was 
seen here with 100 per cent retention six hours after 
the ingestion of barium did well for six years, when 
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obstruction suddenly recurred. Since this patient re- 
sponded so well to medical treatment once, it would 
have been worth while, despite marked dilatation of 
the stomach, to have given him a more adequate trial 
on medical therapy for the second episode of obstruc- 
tion. 

It is of interest that only eight of the 13 patients 
operated upon had developed recurrent obstruction 
before their operation. A second period of intensive 
medical treatment for the recurrent obstruction was 
not attempted. Many of the 13 patients operated upon, 
including the eight with recurrent obstruction, might 
have responded to further medical therapy. We believe 
that the operations were elective and were necessary 
chiefly because of the patient’s inability or reluctance 
to follow an adequate medical program. Further ad- 
herence to medical treatment and, in addition, the use 
of cobalt-60 teletherapy to decrease the acid secretion 
in the stomach might have fesulted in a good response 
and rendered surgery unnecessary. 


RESPONSE TO MEDICAL TREATMENT IN PATIENTS 
Wuo Dw Nor UNpDERGO SuBsEQUENT SURGERY 


Twenty-three of the 36 patients responded favor- 
ably to medical treatment and have not subsequently 
required surgery. The duration of follow-up in these 
patients ranged from ten years to five months; the 
average duration was 56 months. Even the four patients 
who had evidence of extreme pyloric stenosis and scar- 
ring with a very narrow channel did well. The long 
duration of symptoms (longer than 20 years in ten 
patients) certainly suggests that there was ample op- 
portunity for the development of organic stenosis. Of 
the ten patients who had had symptoms for more than 
20 years, seven continued to do well on medical ther- 
apy; the remaining three subsequently were operated 
upon (Table 2). 

In only one of these 23 cases was there evidence of 
a recurrent bout of obstruction, which again responded 
to medical treatment. Three of the patients died of 
other diseases (cardiac disease in two and cerebral 
hemorrhage in one), after each had been followed for 
approximately three years. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 
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Figure 1. Roenigenogram of 
the chest of a patient with 
~. mitral stenosis and mitral 
regurgitation showing mas- 
“i sive enlargement of the left 

atrium. The prominent lung 
Se markings are due to inter- 


stitial and _ interlobular 


edema. 


Figure 2. Close-up of right 
lower lung field of the patient 
shown in Figure 1. The hor- 
‘tzontal linear densities in the 
costophrenic angle represent 
septal lines (Kerley lines). 


Septal Lines 


SOL KATZ, M.D. 


Associate Editor, GP 


THIN, DENSE HORIZONTAL LINES are often noted at the 
costophrenic angles in the roentgenograms of pa- 
tients with mitral stenosis. These linear densities 
were among types described by Kerley, and he referred 
to them as B-lines. In radiologic literature they are 
called Kerley’s B-lines or simply, Kerley’s lines. 
These lines although extremely fine (ranging from 
a fraction of a millimeter to one millimeter in thick- 
ness) are quite dense. They extend horizontally from 
the lateral chest wall into the lung fields for several 
centimeters. At times, septal lines are quite close to 
each other while in some cases they appear regularly 
spaced, 0.5 to 1.0 cm. apart. They are most numer- 
ous in the costophrenic angles but are also noted at 


some distance above the diaphragm. Similar s<« ptal 
lines are seen less frequently perpendicular to the 
diaphragm, mediastinal pleura and thoracic inlet. 

It has been shown rather conclusively that Kerley’s 
lines are caused by an increased radio-density o! the 
peripheral interlobular septa. The pulmonary lobules 
are the functioning units of the lung and they are en- 
cased in a sheath of connective tissue called the inter- 
lobular septum. The pulmonary veins and their ac- 
companying lymphatics draining the lobules are found 
in the interlobular septa. The normal septa in the 
peripheral portions of the lung are perpendicular to 
the chest wall while others lie perpendicular to the 
diaphragm and mediastinum. 

Normal interlobular septa and their contained 
normal vessels are not visible roentgenographically, 
However, when the septa are involved as a result of 
malignancy, pigment deposition, fibrosis and especial- 
ly edema, they reach the threshold of roentgen visi- 
bility and assume the linear, horizontal appearance 
described. It is unlikely that engorged lymphatics or ¢ 
veins are responsible for septal lines, for vessels of the 
diameter of these engorged vessels are not seen on 
normal chest films. 

The most common cause for the appearance of 
septal lines is edema in the connective tissue of the 
interlobular septa. It should be appreciated that 
edema of the interstitial tissue and interlobular septa 
may be present without edema fluid in the alveoli. 
The condition is seen especially in mitral stenosis 
but may be noted in the chronic pulmonary venous 
congestion of left ventricular failure of any etiology. 
Thus, the appearance of Kerley lines in cardiac 
disease reflects a high pulmonary venous and capillary 
pressure with associated interstitial and interlobular § ¢, 
edema. In mitral stenosis or mitral regurgitation their 
presence indicates a need for providing medical or 
surgical therapy for relief of pulmonary venous hyper- gy 
tension before the appearance of serious intra-alveolar 
edema. With adequate treatment, the interlobular Tr 
edema clears and the septal lines disappear. | 

Septal lines may be permanent when there is sp 
fibrous tissue formation in the septa as a result of B ty 


| 


long-standing interlobular edema or when hemo- § jp 
siderin is deposited in the septa as a result of chrome § jit, 
left atrial or left ventricular failure. by 


There are also noncardiac causes of septal lines, § py 
for they may be observed in any cause for interstitial J tiy 
and interlobular edema. Obstruction of lymphatic im 
flow by carcinoma, lymphoma, sarcoidosis and pneu- 
moconiosis results in an increase in tissue fluid in the J Ma 
interlobular septa, while increased capillary permea 
bility and hypoproteinemia, by causing interstitial gat 
and interlobular edema, may produce septal lines. 
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THE LARGEST SOURCE of fetal wastage is found in abor- 
tion. Although investigation has turned up considera- 
ble data and the causes are well recognized, most of 


The modern incidence of spontaneous evacuation of 
the pregnant uterus has probably not changed appre- 
ciably from that in the earliest form of society. 


Etiology 


TRAUMA 


The connection of overwork, trauma and fright with 
spontaneous abortion was easily seen in primitive cul- 
tures and has carried down to the present day, both 
in lay and medical minds. However, there has been 
little statistical substantiation. The injuries sustained 
by the maternal organism in unsuccessful attempts to 
produce uterine evacuation show that reasonable ac- 
tivity or even moderate trauma may be sustained with 
impunity. 


Mavernat Genrrat DEFECTS 


Uterine abnormalities were incriminated in investi- 
gations by Mall, and recent work has tended to cor- 
toborate this concept, at least in part. Abnormalities 
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Although maternal genital defects, endocrinopathies, 
nutritional deficiencies and other factors may play roles 

in the occurrence of spontaneous abortion, the greatest numbers 
are due to anomalies of the conceptus— 

fetus, placenta, membranes or cord. Measures designed 

to combat fetal wastage must begin prior to conception. 
Obviously, lethal genes are not amenable to treatment. 
However, some mutations may be preventable by advice 
concerning exposure to infections, anoxia, mechanical trauma 
and ionizing radiation. Once abortion threatens or is imminent, 
therapy of any kind is of questionable value. 


Spontaneous Abortion: Its Causes and Prevention 


LESLIE V. DILL, M.D. 
Washington, D. C. 


the methods of attack have been of questionable value. — 


of the endometrium and incompetence of the cervical 
sphincter mechanism have been shown to contribute 
to fetal loss. The earlier concept of the infantile uterus 
as a cause of sterility and fetal loss has not been sup- 
ported by recent studies. 


NUTRITIONAL DEFICIENCIES 


Lack of dietary essentials, particularly the vitamins, 
has been incriminated. Undoubtedly it is possible to 
find segments of the population in which such de- 
ficiencies are correlated with an increased fetal loss in 
the early months of pregnancy, as well as at term and 
following delivery. In the better-fed portions of the 
world, however, even under such times of stress and 
acute hunger as occurred during World War II, an 
increased incidence of abortion has not been shown. 


ENDOcRINE DEFICIENCIES 


Endocrine abnormalities have been considered as an 
etiologic factor in abortion since the thyroid secretion 
was first found to have a bearing on animal and human 
fertility. Estrogenic and luteinizing hormones, as well 
as chorionic secretions have been examined. Although 
it seems likely that each has some part in the main- 
tenance of the intrauterine pregnancy, their roles in 
the prevention of its expulsion are in question. 
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Diabetes is undoubtedly associated with an in- 
creased incidence of abortion, particularly in the older 
age groups. It increases the hazard to the intrauterine 
fetus in the early stages of pregnancy. 


BIoLocic AND PuysicaL AGENTS 


Virus infections, particularly rubella, infectious 
hepatitis and homologous serum jaundice cause abor- 
tion. Bacterial infections with systemic reactions are 
not benign, and infections with higher forms, the spiro- 
chetes and toxoplasmosis, also take their toll. 

The harmful effects of radioactivity on the intra- 
uterine fetus have been known for decades. However, 
it has only been in recent years that the effect of ex- 
posure of the mother to large or even moderate radia- 
tion dosages has been proved to be the ultimate cause 


of fetal loss. 


IsO-IMMUNIZATION 


With the discovery of the Rh factor in a segment of 
the human population, it was soon postulated that it 
was a cause of intrauterine death of the early fetus. 
This concept has not been proved. Investigations of 
ABO system incompatibilities show that anti-A and 
more rarely anti-B agglutinins formed in the mother 
may be a factor in a small portion of early abortions. 


ANOMALIES OF CONCEPTUS 


Although all the factors described above have been 
shown to play some part in fetal wastage, there is gen- 
eral agreement that the greatest portion of spon- 
taneous abortions are undoubtedly the result of ab- 
normalities in the growing fetus, the placenta, mem- 
branes or cord (Figure 1). Not only do these represent 
the major factors, but the incidence of serious ab- 
normalities of the conceptus is in the neighborhood of 
40 per cent of all products of fertilization, not only for 
the human, but also for the guinea pig and the rat. 

The apparent discrepancy between the 40 per cent 
figure and the 5 to 18 per cent figure for abortions that 
are clinically recognizable is accounted for by the fact 
that many are lost but not recognized. Bleeding may 
occur, and it may resemble menstruation so closely as 
to be regarded as normal. 


Attitude Toward Preventive Therapy 


In this review of the current thoughts on the etiology 
of abortion, it becomes evident that only certain factors 
are amenable to prevention and even fewer are susceptible 
to treatment. If almost one-half of all conceptions result 
in abnormalities of the fetus and/or fetal structures, it 
is obvious that any large salvage lies tn the prevention 
of the factors that produce such aberrations. 


If uterine anomalies or cervical incompetence are 
producing abortion, the treatment for the most part 
must be directed toward these structures prio: to 
pregnancy. 

There is little excuse for women to enter on a preg- 
nancy with even minimal degrees of nutritional de- 
ficiency. And there is almost no excuse for a ma:i to 
attempt procreation while in a physically depleted 
state, whether temporary or permanent. Endocrine 
abnormalities such as diabetes may usually be brought 
under maximum control before pregnancy is con- 
templated. 

The prevention of abortion should begin with the 
production of an optimal physical and psychologic 
state in both parents before conception is accom- 
plished. 


Pre-Pregnancy Steps 


ANOMALIES 


Although it is hopeless to consider the correction 
of all factors that may lead to the formation of an ab- 
normal conception, an attempt may be made to weed 
out those agents that are amenable to prediction or 
prevention. 

The formation of fetal anomalies is dependent on 
(1) the inheritance of recessive lethal genes; (2) the 
occurrence of spontaneous or induced mutations that 
render the product incompatible with life ; and (3) en- 
vironmental abnormalities. Environmental abnormali- 
ties may induce a localized over- or under-production 
of tissue in some portion of the differentiating germ 
layers or the embryo (phenocopies). 


PREVENTION OF GENETIC ABNORMALITIES 


There is no known method tor preventing the 
inheritance of recessive lethal characteristics nor are 
spontaneous mutations either predictable or avoidable. 
However, the prevention of artificially induced muta- 
tions and phenocopies in part is not unlikely. The 
avoidance of the crowd with its “common cold,” 
avoidance of exposure to children who may be in the 
incubation stage of a virus infection and the refusal to 
permit noncritical x-rays to the gonads of the female 
between the ages of 12 and 40 will carry some salvage. 
Even the moderate reduction of oxygen tension that 
accompanies a trip by air or a general anesthetic may 
suffice to produce fetal injury in the embryonic phase. 
The deliberate exposure of all female children to the 
exanthematous diseases may be considered justifiable. 
Medications that are cytoplasmic poisons (quinine, 
colchicine) and the use of intrauterine manipulations 
or diagnostic solutions (contrast media) in the period 


following ovulation should be avoided. 
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All patients who evidence disturbances of thyroid, 
adrenal or pituitary function should be evaluated, and, 
whenever possible, treated before pregnancy occurs. 


Antithyroid drugs should be used with caution during 
pregnancy. 


AUGMENTATION OF NUTRITION 


Although poor general nutrition and even acute 
starvation have rarely been shown to increase the 
incidence of fetal anomalies or abortion in the human, 
there are adequate data in the experimental animal to 
justify care in the selection of essential dietary require- 
ments for the pregnant woman. In the experimental 
animal, a deficiency of vitamin A has been shown 
to produce congenital blindness, and riboflavin-poor 
diets routinely produce skeletal defects in the rat. Vita- 
min-E and vitamin-K deficiencies produce intrauterine 
death in the rat, but this condition is unknown to the 
human. 

The recent finding that the folic acid inhibitor, 
aminopterin, has the ability to produce abortion and 
fetal abnormality suggests that deficiency of folic acid 
could be of importance in the production of spontane- 
ous abortion. Proved instances are not known. 

A concept was offered to the effect that deficiencies 
in vitamin C and vitamin K play etiologic roles in 
threatened and spontaneous abortion. Certain patients 
showed evidence of hemorrhagic diathesis (nasal, 
gingival, rectal and dermal bleeding) in addition to the 


Figure 1. Abnormalities of the conceptus are responsible for all 
but a small percentage of spontaneous abortions. 
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vaginal bleeding of threatened abortion. Recent data 
on hesperidin combined with vitamin C suggests that 
those abortions caused by decidual bleeding in early 
pregnancy might be salvaged by the use of these 
substances prior to and during the early months of 
pregnancy. 
It has been demonstrated in the experimental animal 
that females on “high feed” conceive less readily and 
-abort with greater frequency than those not overweight. 
If this finding may be carried over to the human, it 
would suggest that the caloric content should be re- 
duced so that increments in weight are not produced. 
Weight reduction would be advisable in obese patients. 


CORRECTION OF MATERNAL GENITAL DEFICIENCIES 


Although it would be difficult to justify the operative 
correction of a uterine or cervical abnormality that had 
not been proved to be a significant factor in the pro- 
duction of abortion, bicornate or septate uteri, myom- 
atous strictures or cervical incompetence should be 
corrected once they have been shown to be associated 
with repeated fetal loss. 

Priming of the endometrium by small doses of estro- 
gen and progesterone in the months prior to concep- 
tion is of unproved value but worth consideration. 


PsycHOLOGIC BARRIERS 


The part played by the psyche both in the produc- 
tion of sterility and in abortion is worthy of note. 


Figure 2. The incidence of abnormalities varies directly with the 
time between ovulation and conception in the guinea pig. The 
incidence of term fetuses varies inversely with this time and in 
proportion to the incidence of fetal anomalies (after Blandau). 
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Statistical data are not in evidence, but for the occa- 
sional and usually obvious patient in whom this factor 
seems paramount, the aid of a psychiatrist is not to be 
deprecated both before and during the course of 


pregnancy. 
ConTrot or TIME OF CONCEPTION 
It is obviously not enough to insure adequacy of the 


maternal organism without at the same time providing. 


a method for obtaining the optimal factors for the germ 
cell. 

There is little evidence to show that undue efforts to 
supplement normally good nutrition improve fertility 
or the quality of the germ cell. However, few deny that 
general hygienic measures, a good diet, moderation in 
the use of tobacco, alcohol and social excesses improve 
the chances for pregnancy in the relatively infertile 
couple. 

In the experimental animal, there is no doubt that 
the failure of fertilization and the production of ab- 
normal products of conception directly parallel the 
length of time required for insemination to be accom- 
plished following ovulation (Figure 2). 

In those patients who have no problem with infer- 
tility, but who repeatedly abort after conception, it 
has been demonstrated that the period of attempted 
conception should be restricted to the early portion of 
the ovulation cycle. 

It is of interest that in these same experiments, aged 
spermatozoa fail to fertilize with the high frequency of 
those that do not remain for many hours in the female 
tract. 

However, if successful, they do not render an in- 
creased incidence of abnormalities. This is probably 
borne out in the human by the demonstration that in 
couples of severely reduced sperm counts there is no 
evidence of increased incidence of abortion or ab- 
normalities. 


Rational Attempts at Correction of Threatened and 
Habitual Abortion 


Once the diagnosis of pregnancy has become es- 
tablished and evacuation of the uterus threatens, only 
certain measures are of even theoretic advantage, and 
at this time few of these have general acceptance. 

The report published by Colvin and associates may 
be used as a yardstick by which to measure the advan- 
tages of any experimental method. With the use of 
only bedrest and sedation, the salvage rate approxi- 
mated 70 per cent. Only 3.9 per cent of the group that 
aborted failed to show anomalies of the conceptus that 
were incompatible with life. Bedrest and sedation are 
to be taken as standard measures, although the real 
value even of these old standards has been questioned. 

Although it has been demonstrated that falling 
pregnanediol levels carry a poor prognosis in most 
patients who show threatening signs and symptoms, 
and that in others estrogen or chorionic gonadotropin 
excretion is depressed, therapy with large doses of 
progesterone, estrogen and gonadotropin has led to 
negative or equivocal results. 

The use of the vaginal smear as a prognostic aid is 
of value ; when the estrogenic-type slide is encountered, 
the salvage is highly questionable. 

The use of hesperidin, ascorbic acid and vitamin K 
may represent significant adjuncts to the management 
of habitual abortion when they are used in the early 
phases of decidual hemorrhage. Because of the time 
lag in the action of these agents, they should be 
started weeks before the need is evident. Adequate 
dosage of the hesperidin-ascorbic acid combination is 
essential for desired clinical results. 

Abortion secondary to intrauterine infection is 
usually diagnosed by appearance of inflammatory cells 
in the deciduae. If this is suspected, antibiotic therapy 
in the early stages might prevent progression. 


Diet and 
Joint Disease 


THERE IS NO DiET for the treatment of arthritis. Yet the patient with a disease of the joints or 
closely related structures will frequently require attention to his nutritional state, and dietary 
management may be an important aspect of the total program of effective treatment. Such 
dietary management must be adapted to the general condition of the individual patient as well 
as to the type of rheumatic disease present. A diet that is liberal in calories and protein and 
has a high-vitamin and mineral content is indicated for the patient who has lost weight and 
muscle tissue, a situation frequently encountered in rheumatoid arthritis. In patients who are 
overweight or obese, caloric limitation is necessary to reduce weight; in some patients with 
osteoarthritis of weight-bearing joints, such weight reduction is a most important aspect of 
treatment. The principles of sound dietary management, which are recognized as important in 
modern preventive and curative treatment, are applicable to the patient with joint disease. 
—wW. D. Rosinson, M.D., Nutrition and Joint Disease, JAMA, 166; 253, 1958. 
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Every DAY in this country, eight people die of acci- 
dental or intentional poisoning. Many more survive 
through vigorous therapeutic effort. Children are com- 
mon victims. 

Approximately 40 classes of chemicals found today 
in commercial products for home and farm use, and 
approximately 30 classes of medication used at present 
have considerable potential for toxic involvement of 
thenervous system. Competent treatment of their effects 
requires more consideration by the physician than 
gastric lavage, instillation of antidotes and symptomatic 


grappling. 


Treatment in General 


It is not within the scope of this paper to discuss all 
of the dimensions of treatment of acute poisoning in 
detail. The reader is urged to consult other sources for 
details of the total problem and its many facets. Though 
the magnifying glass is turned on one aspect— the neu- 
rologic—that one must be understood in its proper 
perspective. 

Actually the whole organism, struggling to regain 
homeostasis, is under treatment in such a situation. 
Therapy of acute poisoning is multidimensional, and 
the therapist will be investigating and treating several 
physiologic disturbances simultaneously. 

The type of poison and its vehicle must be identified 
ifat all possible. In the case of less well known poisons, 
the physician may have to search texts of toxicology or 
consult with the manufacturer, with a department 
of pharmacology or with the United States Public 
Health Service for up-to-date information (especially 
regarding “‘specific” antidotes, therapeutic measures 
and particularly touchy contraindications in under- 
taking treatment). 

The talents of several specialties are often required 
—definitive, sensitive knowledge concerning function 
of the lungs, heart, kidneys, nervous system, fluids and 
electrolytes. 

Special procedures such as hemodialysis may be 
necessary. The services of an anesthesiologist may be 
invaluable for his abilities with respiratory problems, 
endoscopy, shock, narcosis, anoxia and depressed med- 
ullary function. 

Children may require the knowledge and finesse of 
someone acquainted with the physiologic peculiarities 
of that age group. The value of supportive treatment for 
every body system cannot be overemphasized. To ex- 
pect detoxification and antidotes to assume most of the 
tesponsibility for curing the patient is erroneous. 

The following paragraphs are concerned with the 
principal neurologic problems that confront the 
physician. 
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While neurologic manifestations 

may predominate, acute poisoning affects 
several body systems simultaneously. 

The hey to successful management of this crisis 
is a knowledge of the poison’s “mischief” 

and the ability to anticipate the problems. 
Major neurologic considerations include pain, 
excitement and delirium, convulsions, 
decerebrate rigidity, narcosis, muscular paralysis 
and tetany. Often the physician must strike 
a precise balance between “judicious neglect” 
and aggressive therapy for a specific sign— 


for example, a seizure. 


The Nervous System 
in the Treatment 
of Acute Chemical Poisoning 


JOHN A. AITA, M.D. 


Assistant Professor of Neurology and Psychiatry 
University of Nebraska College of Medicine 
Omaha, Nebraska 


Pain and Subjective Distress 


Pain, subjective distress and fear are often prominent 
features of acute poisoning. There is a high priority on 
these considerations in treatment. Aside from a 
humanitarian standpoint, they may contribute to a 
vicious cycle of inability to cooperate, “fighting” 
therapy, loss of desire to survive, exhaustion, un- 
toward reflex and hormonal changes and excessive use 
of functions (pulmonary, circulatory) already strained. 
However, physical discomfort has some diagnostic val- 
ue and helps to suggest the trend of events (Table 1). 

Table 2 outlines the therapeutic problem. 

Analgesic drugs may not always be required. At 
times the antispasmodic drugs, such as atropine or 
methaneline bromide (Banthine), occasionally even 
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CAUSES OF PAIN AND SUBJECTIVE DISTRESS 
IN ACUTE POISONING 


1. Local, external irritative and corrosive effects: eyes, mouth, 
nasopharynx, skin. 

2. Gastrointestinal irritative or corrosive effects and smooth muscle 
spasm. 

3. Respiratory impairment and hypoxia. 

4. Circulatory failure. 

5. Stimulation (toxic) of central nervous system. 

6. Emotional excitement: occasionally an underlying psychiatric 
condition. 

7. Skeletal muscle pain and spasm. 


8. Therapeutic measures such as intubation, venipuncture, trache- 
ostomy. 


9. Concomitant physical injury (e.g., fractured rib, peripheral nerve 
contusion). 


10. Distended viscus: bladder, stomach. 


TREATMENT OF PAIN AND DISTRESS 
IN ACUTE POISONING 


1. Seek definitive causes. 

2. Attend to hypoxia and circulatory failure. 
3. Chemotherapy. 

4. Physical measures. 


5. This problem may overlap with that of toxic stimulation of the 
nervous system. 


Table 2. 


topical or local anesthetics, hot or cold applications, 
sedatives or tranquilizers are useful. One hesitates to 
use narcotics, for there is risk of contributing now or 
later to dangerous depression of vital medullary cen- 
ters. Simple aspirin or aspirin-phenacetin-caffeine 
compounds, when practical, must not be overlooked in 


the quest for analgesia. 


However, knowing the poison and its usual features 
(particularly that it is not a potent depressant whose 
full-blown effects are not yet felt), anticipating no future 
need for anticonvulsants or tranquilizers that may be 
potentiated, and appraising the indications as impor- 
tant, the physician may use narcotics for relief of pain. 
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Codeine or meperidine hydrochloride (Demerol; are 
preferable, having less depressing medullary e'lects 
or likelihood of causing or aggravating acute brain 
syndrome (toxic delirium). 


Toxic Stimulation of the Central Nervous System 


The clinical picture of acute chemical stimulation of 
the nervous system is comparable to that seen with 
progressive doses of amphetamines, strychnine or 
picrotoxin (although these each act primarily at dif- 
ferent levels of the nervous system). The onset is often 
quite similar to that seen in acute alcoholic intoxica- 
tion, with excitement, increased psychomotor activity, 
grandiosity and uninhibited activity. The mood often 
becomes quite labile, facetious, euphoric, whimsical, 
quickly irritable or tearful. The individual is said to be 
“high” or “hyper”; he is restless, agitated. 

With progression, emotional distress grows and 
lingers; there is marked anxiety, tension, panic and 
dread. Although the sensorium is clear, thoughts rush 
continually and under pressure. Gradually confusion 
sets in with excited delirium (acute brain syndrome) or 
hallucinosis. Motor spasms, tremors and twitches may 
build up to near convulsive levels. Behavior may be- 
come increasingly frenzied, maniacal, psychotic. Grand 
mal convulsions may then ensue. 

To know the poison is to know what to anticipate. 
In some cases, stimulation may be transient and 
“benign” and require no therapy. In other cases, it 
may herald the onset of considerable depression of the 
central nervous system. In still other cases, prolonged 
or severe stimulation itself leads to medullary depres- 
sion if it is not effectively curbed. Management must 
be guarded or vigorous accordingly. 

The progression of hypotension, myocardial failure, 
hypoxia or the continued direct effects of the poison 
may becalm many cases of psychomotor excitement. 
Excitement often leads to exhaustion and thus may be 
self-limiting, even dangerously so. It is inadvisable to 
try to abolish the clinical manifestations of excitation 
completely. Under-treatment is less dangerous than 
over-treatment in most cases (Table 3). 

If the patient’s physical condition permits, he may 
best be “turned loose” in a quiet, well-lit “disturbed 
room.” Physical restraints may be indicated for urgent 
medical purposes, at least briefly in some instances 
(e g., leather cuffs and belt, sheets ora net over thebed). 
However, such restraints are useful as emergency 
measures only. They are fraught with the risk of the 
patient “fighting them” and increasing his terror and 
exhaustion. 

Cold or warm wet-sheet packs, long useful in 
psychiatric treatment, have valuable sedative effects if 
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used properly. Psychiatric texts describing nursing 
procedures will detail their correct application. In this 
day of chemotherapy, these older, useful modes of 
treatment are no longer stressed and it is the rare 
nurse or doctor who can skillfully apply sedative packs 
today. Warm tub hydrotherapy (“continuous warm 
tub”) may also prove useful if available. These physical 
sedative measures are especially valuable where potent 
chemotherapy (sedatives, tranquilizers) is contraindi- 
cated. 

There are two main groups of useful drugs, the 
time-honored sedatives (paraldehyde, chloral hydrate, 
barbiturates) and the newer tranquilizers. Narcotics are 
contraindicated for the primary treatment of toxic 
excitement. 

The tranquilizers have the advantage of less depres- 
sive effect, quieting psychomotor activity more specifi- 
cally with less effect on consciousness and medullary 
centers. This group includes reserpine, meprobamate, 
promethazine, mepazine, promazine and chlorproma- 
tine. Some of these drugs, such as chlorpromazine and 
reserpine, may have important hypotensive effects at a 
time when this is particularly undesirable. 

The tranquilizers have greatly simplified the treat- 
ment of acutely disturbed patients. Sedatives are more 
apt to depress the total nervous system, including 
medullary centers, and to cause stupor. However, seda- 
tives may still be valuable if tranquilizers have had no 
effect or untoward effects, or if convulsions are antici- 
pated as a problem. (Tranquilizers in general are in- 
effective, some even contraindicated, with acute toxic 
convulsions.) 

Remember that the excitement stage may bring 
about or be followed by central depression with a num- 
ber of absorbed poisons and that it is not necessary to 
“anesthetize” the patient. 


Convulsions 


The causes of convulsions in acute poisoning are 
outlined in Table 4. Cautions are cited in Table 5 to 
provoke thought before using depressive, sedative 
drugs that may only add to the physiologic confusion 
and toxicity. It may be better to tolerate an occasional 
seizure than to struggle with an over-narcotized, apneic 
patient. 

Increased intracranial pressure when present is due to 
cerebral edema, vascular congestion and occasionally 
hemorrhage. If other measures of seizure control are of 
no avail, increased intracranial pressure may be an 
important factor for therapeutic concern. Its reduction 
isnot a simple matter, but it can be accomplished in 
two ways: (1) hypertonic solutions and (2) spinal 
uid drainage. Of the two, spinal fluid drainage is far 
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As PSYCHOMOTOR EXCITEMENT REQUIRES DIRECT, 
AGGRESSIVE TREATMENT WHEN: 


1. There is risk of physical strain and exhaustion on vital functions: 
medullary, heart, respiratory. 


2. There is need for restraint for medical or surgical treatment. 
3. This is of great emotional distress to the patient. 


B. PSYCHOMOTOR EXCITEMENT REQUIRES JUDICIOUS 
“*NEGLECT’’ WHEN: 


1. There is minimal, if any, risk of exhaustion of vital functions. 

2. Restraint is not needed for medical or surgical reasons. 

3. Anguish to the patient is not great. (One does not risk chemo- 
therapy for the “looks of the thing,” for the tranquillity of hospital 
personnel nor for the hospital “routine.”’) 

4. The basic or subsequent, rapid and direct effects of the specific 
poison are anticipated to be depressing (narcotizing) on medullary 
centers. 


5. It is likely caused or aggravated by early loss of cerebral support 
(anoxia, acidosis, hypotension, etc.) that should be treated. 


Table 3. 


CAUSES OF CONVULSIONS IN ACUTE POISONING 


1. Direct chemical stimulation of the central nervous system. 


2. Rapid or abrupt loss of critical cerebral support due to failure in 
ventilation, blood constituents, vascular channels. Convulsions appear 
as these vital needs fail quickly and as anoxia, exhaustion and circula- 
tory failure rapidly appear. Other rapidly appearing physiologic 
alterations may affect cerebral neurones, such as acidosis, cerebral 
edema, hypoglycemia, hyperthermia and electrolyte changes. 


3. Late grave, cumulative and near-terminal loss of cerebral support. 


4. A low convulsive threshold. This may be “constitutional” or due 
to drug addiction or alcoholism. 


5. Chemotherapy : Excessive analeptics (stimulating drugs). 


6. Concomitant structural cerebral pathology: cerebral thrombosis, 
hemorrhage, edema; injury from a fall or prior convulsion. 


Table 4. 


more satisfactory and definite, but carries the risk of 
compressing medullary structures into the foramen 
magnum. This method is less dangerous if it is used in 
the cases with moderately elevated spinal fluid pressure 
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IT 1S INADVISABLE TO PLUNGE INTO CHEMOTHERAPY 
FOR CONVULSIONS IF THERE IS: 


1. An isolated seizure and no definite reason to expect more. 


2. An occasional seizure, every hour or two, especially if mild and 
brief, with good restitution and no ill effects. 


3. No trend appearing to indicate frequent or increasing seizure 
activity. 


4. Important cause for convulsions is tangible and amenable to therapy 
(for instance, rapidly developing anoxia or acidosis). 


TREATMENT OF CONVULSIONS IN ACUTE POISONING 


1. Airway and oxygen during and following each seizure. 


2. Artificial respiration or positive pressure oxygen at once if patient 
does not start breathing quickly after a seizure. 


3. Treatment of underlying disturbances of cerebral support (pul- 
monary edema, heart failure, acidosis or loss of blood). 


4. Chemotherapy of convulsions (Table 7). 
5. Prevent aspiration! 


6. If medical procedures appear provocative (as in strychnine poison- 
ing), reduce stimuli until control is maintained. - 


7. Be ready to administer prolonged artificial respiration (mechanical 
respirator). 


8. Reduce increased intracranial pressure if this is present. 


9. Differentiate convulsive state, decerebrate state and tetany (Table 
8). 


10. Prevent injury during convulsion. 


Table 6. 


(around 250 mm. of water). It should be accomplished 
slowly, removing no more than 15 drops a minute, until 
the pressure is reduced to either half the original read- 
ing or into a normal range (130 mm.). If the pressure 
continues elevated, and there is indication to do so, 
spinal fluid drainage may be repeated in 20 to 30 


minutes. 


In cases with more critically elevated spinal fluid 
pressure, to levels of 300 mm. of water or more, use 
of intravenous hypertonic solutions may be advisable. 
For this, 50 per cent glucose or sucrose is given intra- 
venously in quantities from 50 to 300 ml. If available, 
concentrates of serum albumin are similarly useful. 
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Table 6 outlines the emergency therapy of con- 
vulsions, and Table 7 provides some details of us ful 
chemotherapeutic agents. 

Narcotics are never advised as chemotherapy for 
convulsions. ““Tranquilizers” are of no value for con- 
vulsions. 

Intravenous barbiturates may cause a rapid, though 
transitory, drop in the blood pressure. 

With prior narcotics or tranquilizers, caution and 
small (one-third or one-half) doses of anticonvulsants 
are indicated. 

Electroencephalographic monitoring of sedation 
may be of value in skilled hands. 

Ether inhalation may occasionaily provide the treat- 
ment of choice. This has the advantage of fairly quick 
effect, following which the depth of sedation can be 
quickly manipulated. It may be useful to ward off 
threatening seizures, or to briefly augment barbiturates 
already given. It is especially useful in those cases 
where one dares use only light and transient sedation 
or where the injected sedative drugs are not controlling 
seizures, and to press them further is risky. The open 
drop method is used to the induction of light surgical 
anesthesia and maintained there until the seizure 
passes. Ether should not be used if there is likelihood of 
respiratory irritation, pulmonary edema, acidosis or 
increasing intracranial pressure. Of course, if seizure 
control must be maintained for a longer period than 
ether administration permits, other drugs must be 
used. 

Skeletal muscle paralyzers such as d-tubocurarine and 
succinylcholine (Anectine) may be considered in cases 
where sedative medication does not control con- 
vulsions, or where sedative dosages required will de- 
press medullary centers dangerously. These drugs 
require a physician experienced in their use, usually 
an anesthesiologist, as well as equipment for respira- 
tion, intubation, oxygenation and suction. It is often 
difficult to maintain a desired end-point between too 
much muscular paralysis and too little. At times, the 
best compromise allows mild convulsive phenomena 
(clonic jerks, for instance) or considerable muscular 
paralysis. In the latter case, this problem is found to 
be easier to manage (in a respirator) during the acute 
poisoning than frequent, severe or prolonged con- 
vulsions. 


Decerebrate States 


While the subject of decerebrate states belongs more 
properly under the next heading of toxic depression of 
the central nervous system, it will be discussed here 
because it may be confused with the convulsive state 


(Table 8). 
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EMOTHERAPY OF CONVULSIONS 


7 Route Adult Dose 


Phenobarbital I.M. 0.2 Gm. Repeat 0.1-0.2 Gm. if neces- 
dium sary in 15 minutes. Cautious repe- 
titions every % hour if necessary but 

don’t exceed 1 Gm. dose. 


Pentobarbital I.M. 0.2-0.4 Gm. May repeat after ten 
dium minutes if necessary. 
(Nembutal) 


I.V. 0.1-0.2 Gm. May repeat after ten 


minutes if necessary. 


becobarbital I.M. 0.2-0.4 Gm. May repeat after ten 
odium minutes if necessary. 
(Seconal) 


IV. 0.1-0.2 Gm. May repeat after one 
minute if necessary. 


mobarbital I.M. 0.40.6 Gm. Repeat after ten minutes 
odium if necessary. 
(Sodium Amytal) 
I.V. 0.3-0.5 Gm. Repeat after one minute 
if necessary. 
iopental I.V. 0.05-0.1 Gm. Repeat in one minute 
(Pentothal) if necessary. Care with laryngospasm. 


HENYLHYDANTOIN I.M. 
(Dilantin) 


150-200 mg. Repeat in % hour if 
necessary. 


IV. 150-200 mg. slowly. Repeat 100 mg. 
atter five minutes if necessary. 


2-4 ml. Repeat in 15 minutes if neces- 
sary. Contraindicated with likelihood 
of pulmonary edema, gastric irritation, 
liver damage. 


DIFFERENTIAL DIAGNOSTIC FEATURES: 
CONVULSION, DECEREBRATION, TETANY 


Convulsion 


Decerebrate State 


Tetany 


Alteration of areas 
of neuronal activity 
in cortex and mid- 
brain. 

Disruption by stim- 
ulation, partial nar- 
cosis or loss of criti- 
cal physiologic sup- 
port. 


Grand mal features 


Outcry 


Loss of conscious- 
ness 


Tonus followed by 


clonus 

Cyanosis; apnea 
Frothing 

Loss of sphincter 


control 


Postconvulsive stu- 
por 
Pupils large, immo- 
bile 


Considerable narco- 
sis or paralysis of 
neuronal activity in 
cortex and mid- 
brain. 


Brainstem largely 
spared. 


More or less continu- 
ous rigidity (tonus) 
in extension, includ- 
ing opisthotonos. 


Hands, feet, digits 
flexed. 


Arms, legs adduct- 
ed. 


Breathing may be 
labored but contin- 
ues. 


Pupils small. 


Temperature con- 
trol may be lost. 


Tonic neck reflexes 
(rotate head to right, 
right limbs extend 
in hypertonus, left 
limbs flex and lose 


tonus). 


Clasp-knife test (on 
flexing limb forcibly, 
rigidity remains to 
certain point, then 
suddenly gives way). 


Alkalosis or calcium 
ion loss affecting pe- 
ripheral neuromuscu- 
lar elements. 


Irritability, restless- 
ness, muscular pains, 
muscular tremors, 
twitches. 


Carpal spasm begins 
in small muscles of 
hand, contracting in- 
terossei, flexing basal 
phalanges, extending 
distal phalanges, 
thumb opposed and 
adducted with flexion 
at wrist. 


Pedal spasm with feet 
and toes flexed. 


Laryngospasm. 
Signs of Chvostek and 


Trousseau. 


Consciousness not 


lost. 


Table 7. 


In acute toxicity, the decerebrate state usually repre- 
sents a stage in progressive narcosis. There appears a 
temporary halt with depression of cortical and mid- 
brain function, but as yet minimal depression of 
brainstem function. If the tide of narcosis advances 
beyond this point, medullary function too may be 
Swept out. 

In treating the decerebrate state due to acute poison- 
ing, the temptation is to treat as for convulsive state. 
However, to rush to add further narcosis to a condi- 
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Table 8. 


tion already produced by rather serious narcosis is not 
logical. The decerebrate state may be made to disap- 
pear by (1) reviving the higher (cerebral, midbrain) 
centers or by (2) cautiously depressing the nervous 
system further. This latter may narcotize higher brain- 
stem centers without involving lower, vital medullary 
centers (that are the last to be affected by the process 
of narcosis). Cerebral and midbrain centers may be 
revived by vigorous supportive (circulatory and respir- 
atory) management and antidotes. Uninhibited (re- 
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STIMULANT CHEMOTHERAPY 


Drug Route Adult Dose 

Caffeine sodium ben- I.M.or 0.5 Gm. and repeat in 15 minutes 

zoate LY. if necessary. 

Dextro-amphetamine I.M.or 20 mg. and repeat in 15 minutes 

(Dexedrine) LV. if necessary 

Methamphetamine 

(Desoxyn) 

Ephedrine sulphate I.M. or 20-50 mg. and repeat in 15 min- 
LV. utes if necessary. 

Mephentermine I.M. 50 mg. and repeat in 15 minutes 

(Wyamine) if necessary. 

Pipradrol I.M. 5 mg. and repeat in 15 minutes 

(Meratran) if necessary. 


Methylphenidylace- I.M. 
tate (Ritalin) 


20 mg. and repeat in 15 minutes 
if necessary. 


EARLY SIGNS OF STRIATED MUSCLE PARALYSIS 


1, Weakness of limb musculature. At first, this may appear 
like a loss of muscle coordination because some muscles weaken 1 
rapidly than others. Jerking, weak, flail-like and drunken feat 
may appear before more obvious paralysis. Fasciculations and g 
twitchings may also be noted in the muscles. 


2. Cranial nerves: general. 
a. Weakness of head and neck striated muscles. Extraocular 
cles, eyelids, masticators, facial, throat, neck and tongue mus 
become weak, poorly coordinated and may reveal small twitch 


before finally becoming paralyzed. Facial expressiveness disappy 


and assumes a mask-like or “deadpan” appearance. 


3. Cranial nerves; speech, swallowing and respiration. 


a. The patient speaks less and in short, hasty reports; the v 
becomes weak, nasal, husky. Slurring (from weak tongue and 
or dysarthria (weak palate and larynx) appears. 

b. Excessive secretions collect in the throat; oronasal froth 
bubbling appears; he clears his throat or coughs weakly and} 
effectively. Nasal regurgitation is noted on swallowing. Choki 
stridor; futile, explosive, single coughs or grunts occur. 


Nikethamide I.M.or 1-5 ml. of 25% solution and 4. General respiratory. 
(Coramine) LV. repeat as needed. a. Rate, rhythm, depth of breathing deteriorates, 
: b. Accessory muscles are used. 
Pentamethylentetra- I.M.or 5 ml. of 10% solution slowly LV. 
zol (Metrazol) LV. If this lessens depressed state in d. Diaph Se ic iy eee 
ite, is . Diaphragmatic, thoracic or asymmetrical breathing appear 
likely unnecessary. 10 ml. doses 5. Mental status changes. Mental confusion, anxiety; random, ) 
thereafter. poseless, weak, jerky movements are characteristic features. Illus 
3 . and hallucinations appear. At first the patient may appear “st 
Picrotoxin I.M.or 3-12 mg. I.V. slowly and repeat lated” but rapidly passes into lethargy. This comprises the acute} 
LV. every 15 minutes. Alternative: 1 syndrome (delirium) from hypoxia. 
mg. per minute until corneal re- 
flexes appear. 6. Appearance of hypertension, tachycardia, cyanosis. 
Table 9. Table 10. 


leased) brainstem antics may be depressed by cautious 
use of tranquilizers. 

One is left with the same problems posed with treat- 
ment of acute toxic stimulation and convulsive states: 
to treat or not to treat; if treated, how much and how 
vigorously. One must consider the mechanical stress 
posed by the decerebrate state and whether the 
poisonous agent is sufficiently a depressant. If mechani- 
cal stress is minimal and the poison a sufficiently potent 
depressant whose full-scale effects are not yet felt, it 
is advisable to withhold tranquilizing drugs. At the 
other end of the spectrum are those cases where 
decerebrate state causes critical mechanical stress, the 
poison is not basically a serious depressant and the 
peak of its direct activity is over. In these cases, tran- 


quilizing chemotherapy appears advisable. 


Toxic Depression of the Central Nervous System 


The clinical picture of acute chemical depression 
(narcosis) of the nervous system is comparable to that 
in progressive dosages with ether, alcohol or barbitu- 
rates, or progressive anoxia or hypoglycemia. Narcosis 
proceeds through the various stages as outlined in 
pharmacologic texts describing anesthesia. After a brief 
initial stage of exhiliration or excitement, drowsiness, 
ataxia and weakness ensue. Consciousness dwindles in- 
to a dazed, trance-like or drunken lethargy. Hallucina- 
tions, delirium (acute brain syndrome), blind rage, 
primitive acts and movements, tonic spasms, torsion 
and decerebrate rigidity (described above) may follow. 
Progressively deep stupor overwhelms finally, and may 
proceed to severe medullary depression, asphyxial or 
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terminal convulsions and death. Progressive depres- 
sion of the central nervous system is a critical develop- 
ment because eventually vital medullary centers are 
paralyzed (vagal, vasopressor, respiratory). 

Again, management will depend on knowing the 
poison and its unique “mischief”—what to anticipate. 
Anoxia, circulatory failure. fluid loss, ketosis and 
acidosis, blood loss and cerebral edema must be treated 
vigorously. Skilled, multidimensional, supportive care 
is often more important than anti-depressive chemo- 
therapy since we have no satisfactory, definitive drugs 
of this much-needed type as yet. Our available stimu- 
lating or analeptic drugs provide only one part, often 
aminor part, in therapy. Reduction of increased intra- 
cranial pressure may be beneficial. Skilled and early 
use of the respirator and tracheostomy may be valuable 
therapeutic tools in treating medullary depression. 

To press the use of drugs to precipitate convulsions 
is to invite serious complications of further medullary 
depression. Improvement in vital signs and return of 
corneal and other reflexes are sought basically. Some 
return of sensation, muscle activity and awareness is 
heartening but it is not necessary to restore con- 
sciousness since this invites over-treatment. 

It has been noted that the use of drugs in rotation or 
in combination may have advantages. This reduces 
cumulative toxicity. Further, each drug may cover a 
facet of the therapeutic problem, untouched by an- 
other. This is theoretic, of course, but a possibility 
since the action of these drugs is not well understood. 
Some of the useful stimulant drugs are listed in Table 
9 Newer agents such as beta-methyl, beta-ethyl 
glutarimide (Megimide) await assessment. 


Striated Muscle Paralysis 


A toxic cholinergic or curare-like effect occurs in 
some cases of acute poisoning, producing marked 
striated muscle paralysis. This is serious when it 
affects the efficiency of respiratory muscles, swallow- 
ing, the cough reflex and the vocal cords (Table 10). 

Chemotherapy will depend on the nature of the 
poison, requiring cholinergic drugs such as neostigmine 
(Prostigmin) or edrophonium (Tensilon) if the poison 
is of the curare group. If the poison is a cholinergic 
type, then atropine will be used in generous amounts. 
Several of the poisonous products found in homes and 
on the farm have cholinergic toxicity (nicotine, 
parathion, barium) and hence are helped considerably 
by vigorous atropinization. 

Serious disorders of potassium balance may also 
cause skeletal muscle paralysis. Plasma levels over 
twice normal (seen with acute renal failure) may be 
accompanied by marked muscular weakness (as well as 
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DON'T OVERLOOK: 


1. Cerebral infarction (especially in older patients). 
a. Thrombosis due to hypotension. 
b. Hemorrhage from toxic “arteritis” 
c. Embolism from cardiac or pulmonary sources; air or fat em- 


bolism. 
2. Psychiatric condition that preceded and resulted in acute poison- 
ing. Suicide risk may continue great through therapy. The un- 
guarded, therapeutically responding patient may quickly seek to 
complete his demise in the hospital. The patient may present a full- 
blown psychosis. Chronic alcoholism and its complications may be 
present. 


3. Secondary neurologic injury. This is usually a result of falling and 
collapse, convulsions, excitement, parenteral injections or rough 
handling of a disturbed or comatose patient. Included here are basal 
skull fracture, intracranial hematoma; injury to cervical spinal cord, 
a plexus or peripheral nerve; injury to carotid or vertebral arteries 
in 


Table 11. 


disturbance of cardiac rhythm that may be diagnostic 
on the electrocardiogram). Low plasma levels of 
potassium (occurring with severe vomiting or diarrhea, 
hemorrhage, shock, dehydration, acidosis and some 
types of alkalosis) may result in marked skeletal muscle 
weakness (as well as cardiac disturbance). Treatment 
of hyperkalemia will require treatment of the underly- 
ing cause, resins or hemodialysis. Hypokalemia re- 
quires cautious replacement (in the adult, subcutane- 
ously, in Ringer’s or Darrow’s solution, potassium 
chloride not to exceed one Gm. per hour). Careful at- 
tention must be paid to its effect on the heart. Renal 
function must be adequate, lest dangerous hyperkalemia 
develop during therapy. 


Tetany and Other Neurologic Concomitants 


This problem occurs occasionally with fluoride or 
oxalate toxicity or with hyperventilation (Table 8). 

Chemotherapy of tetany consists of intravenous in- 
jection of 10 per cent calcium gluconate (or 5 per cent 
calcium chloride), 10 to 20 ml. slowly and repeated as 
needed. Hypercalcemia may disturb the cardiac 
rhythm seriously. 

Occasionally, other neurologic and _ psychiatric 
complications are present or develop with acute 
poisoning and must be anticipated or recognized dur- 
ing acute treatment (Table 11). 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 
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Circumcision 
of the Female 


Cc. F. Mc DONALD, M.D. 


Milwaukee, Wisconsin 


The infant clitoris is hidden, 
covered by the prepuce. 

The midline raphe may not open 
sufficiently wn later life. 

A variety of symptoms can develop, 
attributable to accumulation and 
contamination of smegma. In these 
instances, the simple expedient of probing 


and cleansing can be rewarding. 


WHEN WE WERE INTERNS, 33 years ago, the staffroom 
conversation one day came around to the clitoris of 
the female infant. As I remember, the sum total of 
knowledge of the subject among those present was 
zero. I became curious. In the nursery I learned some- 
thing I had not learned from school or from books, 
namely that the infant clitoris is hidden. The prepuce 
covers it at birth. The midline raphe invariably is 
intact. 

When does the raphe open? Throughout the years, 
in practice, I found that it may remain intact even into 
late multiparous life. Also I have found that when the 
raphe does not open, smegma accumulation can cause 
trouble. Moreover, if the raphe opens only a pinpoint, 
bacteria can enter to cause contamination of the debris. 
This, then, can cause symptoms. If, at about two years 
of age, a little girl has not opened the raphe by exer- 
cises like riding kiddy-bikes, or by self examination, 
or if the raphe has not opened spontaneously, there 
usually is found an area of irritation. This is especially 
so if a very small opening is present. Then come the 
symptoms of irritation, scratching, irritability, mastur- 


bation, frequency and urgency. In adults, the -ame 
conditions exist, with associated smegmaliths that may 
cause dyspareunia and frigidity. 

If the male needs circumcision for cleanliness and 
hygiene, why not the female? I have operated on per- 
haps 40 patients who needed this attention. 


Illustrative Cases 


A youngster was suspected of having epilepsy. At 
about two years of age, she was brought to my office 
with the mother and was left alone while I examined 
the mother. I noticed the child masturbating by rub- 
bing back and forth in a sitting position. She finally 
toppled over in hyperventilation. The disorder disap- 
peared with the simple expedient of a female circum- 
cision and the cleansing away of the irritants. 

Adult women with three or four children have been 
seen whose chief complaint was dyspareunia. Exami- 
nation revealed a rosary-like group of nodules under 
the prepuce of a hidden clitoris. Female circumcision 
was done. Smegmaliths were cleansed away. Very 
thankful patients were the reward. For the first time 
in their lives, sex ambition became normally satisfied. 

Most of the patients have been children 2 to 10 
years old who complained of signs and symptoms that 
suggested cystitis. Urine analyses were usually nega- 
tive. 

The mothers complained about the irritability of 
the children, their unusual habits and sometimes their 
bedwetting. When examination revealed the presence 
of a hidden or partially hidden clitoris, it was a simple 
procedure for the doctor to effect return to normality. 


The Technique 


The procedure is easy. However, it is so distressing 
to the patient that general anesthesia should be used 
to avoid making an enemy for life. A blunt probe is 
inserted into the raphe and swung around the head 
of the clitoris. There is usually no bleeding, or at least 
very little. 

The area is then cleansed of contaminated debris 
or of smegma that occasionally is formed into stones 
of various sizes. The raphe normally should be open 
in early childhood. It is seldom that the prepuce will 
overgrow again once it has been opened. The mother 
should be carefully instructed about teaching the child 
hygienic habits. 

The signs and symptoms caused by contaminated 
smegma, retained smegma or smegmaliths usually 
clear up when the cause is removed. The same reasons 
that apply for the circumcision of males are generally 
valid when considered for the female. 
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Technique of circumcision. A blunt probe is inserted into the 
raphe and swung around the head of the clitoris. 


Advice on Air Travel 


Puysicians can do a lot toward easing the fear and 
discomfort some people associate with flying, an 
Air Force doctor said today. Writing in the Sep- 
tember 21 issue of the Journal of the American 
Medical Association, Lt. Col. Frederick S. Spiegel 
(MC), U.S. Air Force, Washington, D.C., listed 
some of the things a doctor needs to know if he 
is to advise his patients about traveling by air. 

He pointed out that more and more people are 
flying each year. Last year more than 25 million 
passengers traveled on U.S. domestic air lines. 
Many people have had no experience with flying 
and go to their doctor for advice. 

Among the things the doctor should know about 
airline regulations is that permission must be 
granted by the public health officials before any 
person with a contagious or communicable disease 
may be transported across state lines. 

Diabetics requiring insulin may travel only if 
their insulin and syringe are kept in their hand 
baggage in the passenger cabin, the author said. 

Physicians generally agree that a woman with 
an uncomplicated pregnancy is not “sick” and can 
travel safely. However, if she wishes to fly in the 
very late stages of pregnancy, she must present a 
certificate from her physician stating that she will 
not deliver “‘for at least 72 hours,” he stated. 

Infants less than six weeks old are not generally 
transported by commercial carriers unless there 
are extenuating circumstances. Then a pediatri- 
cian’s certificate is requested, stating that the infant 
is healthy and physically fit to fly. 

Patients recovering from recent coronary throm- 
botic attacks or those suffering from coronary 
insufficiency need careful examination before being 
advised to fly. Anemic patients and those with 
certain types of respiratory difficulty also need 
careful checking, the author declared. 

**Children are only fair air travelers,” the colonel 
said. Those under five years of age experience air- 
sickness and ear trouble five to 10 times more 
frequently than adults. 

The increased susceptibility to airsickness may 
be related to insecurity and apprehension, while 
the ear discomfort is associated with the difficulty 
of teaching children to swallow while descending. 

Airsickness in adults is no longer a major prob- 
lem, but when it does occur, it is five times more 
frequent among women than among male passen- 
gers. As with children, this is probably due to 
anxiety and apprehension. Fear of airsickness 
probably hastens its development. 

There are several effective remedies for those who 
develop airsickness. The same drugs also prevent 
it if taken before flight. The value of reassurance 
by the doctor in such cases cannot be over-empha- 
sized, Colonel Spiegel concluded. 
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Realistic Approach 
to Occupational Hazards 
as a Cause of Disease 


LEMUEL C. McGEE, M.D. 
Wilmington, Delaware 


A realistic approach to occupational hazards as 
a cause of disease involves recognition of the 
patient’s problem, the factors in his working 
environment as well as the nonoccupational fac- 
tors that may be affective, the tests that can illu- 
minate the source of illness and the sources of 
error in diagnosis. The sources of error arise 
chiefly from the failure to learn and identify the 
variety of possible causes of illness, the quality 
and quantity of exposures to various hazards, the 
significance of the route of entry into the body, 
the accumulated knowledge of industrial ex- 
posures, the nonspecific nature of occupational 
disease and the trickery of epidemiologic cor- 
relations. 
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OccUPATIONAL DISEASE tends to mimic the signs ind 
symptoms of nonoccupational disease and theicby 
presents a severe diagnostic challenge to the physician. 
There are few occupational diseases with clinical 
characteristics sufficiently unique to expose their 
identity during a medical examination. Moreover, tcla- 
tively few industrial poisons produce specific laboratory 
findings. Several metals, among them lead, mercury, 
arsenic and beryllium, can be identified in body fluids 
and tissues. A significant lowering of blood cholin- 
esterase can aid in the recognition of poisoning by 
organic phosphorus insecticides. Carbon monoxide 
gives a characteristic and measurable change in the 
circulating hemoglobin. 

Typically, however, occupational diseases bring 
forth the same variegation of physiologic correctives 
and pathologic deviations that is seen commonly in 
clinical medicine. Biochemical and metabolic responses 
in the body are the same, whether the threat to health 
arises inside or outside the work place. Often, the 
diagnostic challenge is extended by lack of knowledge 
of the possible impact of the occupation. Furthermore, 
with the intervention of varied interests— those of the 
physician, the employer, the employee and his union, 
the industrial compensation agency, the claims attorney 
and courts of law—the medical aspects of occupational 
disease tend to be submerged. 


The Approach 


A realistic approach to occupational hazards as a 
cause of disease involves the following basic steps: 

1. Utilization of the knowledge and assistance that 
can be obtained from: 

a. Books and journals about occupational health. 

b. University-sponsored and _privately-operated 
laboratories specializing in problems of industrial hy- 
giene. 

c. Industrial hygiene agencies of state govern- 
ments and a few municipalities, the occupational 
health program of the United States Public Health 
Service, poison control centers. 

d. Plant physicians and technical men in indus- 
trial plants. 

2. Exact information on the working environment of 
the patient. Such questions as the following must be 
answered: } 

a. What materials does the patient handle, in 
what way and for how long? 

b. What are the opportunities for inhalation, skin 
absorption and ingestion of suspected material? 

c. Are local effects present on the skin (primary 
irritation or sensitization), or on mucous membranes 
of the eyes, nose, throat or lungs? 
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d. Are analyses of the air contaminants of the 
work place available? If so, are the concentrations in 
the air sufficient to affect a worker exposed to them? 

e. Are there specific procedures for the determi- 
nation of the suspected material in blood or urine of the 
patient ? If so, are the amounts so found of significance ? 

f. What effects does the suspected material pro- 
duce in laboratory animals? Has it affected other 
workers? If so, under what conditions and at what 
dosage level? 

$. Critical differential diagnosis. 

Of the total of man’s afflictions, disorders resulting 
from occupation cause an exceedingly small portion. 
The assumption that illness is occupational in origin, 
when valid evidence is lacking, is a disservice to the 
patient and the physician alike. It has been noted that 
“the average employer of today knows that practitioners 
in general are ignorant of conditions in industry and 
too often regards with contempt and annoyance the 
efforts of the medical profession to certify illness in his 
employees.” A thorough diagnostic study of the ill 
worker will correct such an attitude, raise the esteem 
in which the physician is held by other technically 
trained citizens, and contribute much to our nation’s 
health. 

It is equally important to identify correctly occupa- 
tional disease. ‘It is well to remember that the phy- 
sician who efficiently handles a case of occupational 
disability saves a working skill as well as a man.” 
Furthermore, clear identification of occupational dis- 
ease may be needed as the incentive for elimination of 
the hazard. With the application of any necessary con- 
trol methods (industrial hygiene engineering), no job 
need be harmful to the properly placed worker. This 
dividend in health protection for others can result only 
if the diagnosis of the occupational disorder is correct 
and is supported by convincing, objective information. 


Diagnostic Pitfalls 


A large number of inorganic substances, which from 
time to time must be considered in relation to occupa- 
tional intoxications, occur naturally in the animal 
organism, including man. These elements actually may 
be essential to the metabolic needs of a healthy man. 
This brings us to one of the diagnostic hazards when 
confronted with an industrial worker, that of guantita- 
five significance of an exposure. By way of illustration, 
(race amounts of salts of fluoride strengthen teeth and 
bone, excess amounts are toxic and lead to cachexia, 
anorexia and a form of osteosclerosis often called fluor- 
osis, As another example, the average healthy human 
adult with no recognized industrial lead exposure is 
known to have between 100 and 300 mg. of lead in his 


GP September 1958 


Figure 2. Nodulation and hilar marking from inhalation of iron 
fumes. The subject has no disability. 
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Figure 3. Thermal burn from spilling of a pyrophoric catalyst. 


Figure 4. Section of liver showing severe necrosis following exposure 
to TNT (trinitrotoluene). 


body. Excessive amounts of lead in the body can result 
in one of the oldest of the classical diseases of occupa- 
tion. 

The route of entry into the body can be significant. 
Zinc fumes (solid particles which have condensed from 
the gaseous state) after inhalation can cause the classi- 
cal acute illness known as metal fume fever. Orally, 
zinc and its salts when mixed with food have a low 
order of toxicity. The usual intake of zinc in the diet is 
10 to 15 mg. daily; the human body contains about 2 
Gm. of zinc in its tissues. A small amount of zinc is es- 
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Figure 5. Dermatitis of the forearm from TNT (trinitrotoluene) 


dust. 


Figure 6. Dermatitis following contact with Tetryl (tetra-nitro- 
methyl-aniline). 


sential to mammalian life. Diets deficient in zinc im- 
pair the growth of laboratory animals. Zinc is an active 
component of the carbonic anhydrase molecule and 
possibly of other essential enzymes and hormones. 

A third hazard in the diagnosis of occupational dis- 
ease arises from the lack of specific or unique symptoms in 
many such illnesses. For example, symptoms of metal 
fume fever or of cotton mill fever (Aerobacter inhala- 
tion) during the first day of illness are not unlike the 
symptoms of influenza. Acute lead poisoning has been 
mistaken for appendicitis. Chronic chemical intoxica 
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fons resemble organic disease or chronic infections in 
their effects on the function of the central nervous sys- 
fem, blood and circulation, the digestive tract, liver 
and kidneys, and in aberrations of metabolism. Vapors 
fom industrial solvents notoriously give no recogniza- 
ble specific picture of physiologic or pathologic effects. 
The responses of the body to stress or injury are multi- 
ple and directed toward maintaining homeostasis for 
gipreservation, without distinction between job- 
elated and off-job sources of noxious agents. Occupa- 
fon is but part of the worker’s total environment, fill- 
ing 40 or fewer hours of a 168-hour week. The phy- 
gcian responsible for such a patient must undertake 
wonsiderable scientific sleuthing if he is to succeed in 
correct diagnosis and proper therapy. 

A fourth common pitfall occurs in the misuse of the 
epidemiologic data concerning occupation and disease. 
Does the disease state occur only with a given occupa- 
tional exposure ? If the clinical findings are nonspecific 
fié., resembling other diseases), how reliable are our 
measures of differentiation? The incidence of a syn- 
tome of complaints and clinical findings in “non- 
posed” people of comparable age, sex, et cetera, 
must be known for an understanding of the possible 
Mgnificance of that syndrome in “exposed” workers. 
“normal” or “expected” incidence is not estab- 
ined, One cannot demonstrate an “abnormal” inci- 
dence in an occupational group which will serve as a 
Ge for further investigation. 

Assuming that both an expected incidence for work- 
as Outside a particular occupational exposure, and a 
significantly increased incidence for workers in the ex- 
posire under study has been established, the investi- 
gator has at hand merely an association or correlation. 
To jump from correlations to causes is post hoc, ergo 
propter hoc guessing which has accounted for an as- 
tounding number of erroneous concepts of etiology in 
the history of medicine. Having established a correla- 
tion, one is still faced with the problem of determining 


,-nitr- f whether there is a causal relationship. If there are mul- 
tiple correlations, there are multiple possible causal 
relationships. The occupational environment is but 

_ ff part of a man’s total environment. What correlations 
ic um Bare there for the nonworking activities and environ- 
active @ ment? Ecologic analysis (the interaction of man with 

e and his environment) is a justifiable method of gaining in- 

ones. H formation but it is a method that requires all of the con- 

al dis- Hols inherent in any analytic procedure in order to 
omsi Bi know exactly what has been measured and exactly what 

‘metal can be concluded therefrom. 

nhala- A frequent source of diagnostic error arises from 

ke the amply an inadequate knowledge of the actual occupa- 

8 been tonal exposures of the patient. The industrial worker 

Loxica’ may not know the exposures in his work en- 
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vironment. The physician taking the medical history 
usually knows too little of the diverse and changing in- 
dustrial processes to interpret the relevancy of his pa- 
tient’s answers during the interview. A physician has 
to be critical of information so obtained, using it merely 
as a lead for follow-up inquiries directed toward in- 
formed sources. The physical examination of the pa- 
tient needs to be exceptionally complete because of 
possible false leads obtained in the occupational 
history. A critical eye must be directed toward the na- 
ture and limitations of laboratory and roentgeno- 
graphic studies. If the pertinence, validity and signifi- 
cance of a laboratory test is in doubt, the clinician may 
be better off without the report which truly can be a 
“red herring.” 

It is a clinical truism of medicine, one fortunate for 
the patient, that many of our patients recover without 
benefit of a definitive diagnosis. The patient with an 
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occupational disease may have his symptoms disappear 
when he is taken away from the occupational environ- 
ment. Superficially, he would appear to have a self- 
limiting disease of short duration. His symptoms are 
prone to reappear upon re-exposure unless preventive 
measures have been taken at the plant. Therefore, the 
prompt recognition of the occupational origin of his 
illness is essential, for such origin must be known be- 
fore logical preventive measures can be devised to 
help him. 

As was well stated by Kehoe “. . . an industrial 


medical problem is not solved by public discussion, 
popular vote or legislation, or by controversies or de- 
cisions in compensation hearings or in courts of |aw, 
but by the careful and patient observations and the 
critical interpretation of these and other data, made by 
physicians and medical investigators in experimental 
laboratories, in industrial plants, and at the bedsides 
of sick industrial employees.” 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


HERE'S A HELPFUL HINT... 


About 
Immunizations 


Yellow Fever 
Vaccine 
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FOR CONVENIENCE’ SAKE, it is common practice to give a number of biologic immunizations 
simultaneously. So it is that the immunizing materials for tetanus, pertussis and diphtheria 
often are given to the patient as a unit dose. 

This practice is entirely safe and poses no threats to the patient. However, it should never 
be applied with respect to two different live viruses, For example, if immunization were given 
simultaneously against yellow fever and smallpox, potentiation of the viruses might result, 
causing serious infection.—LEon SMITH, M.D. 


DANGER — 
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The term, fever of undetermined origin (FUO), 
ts difficult to define but may well be applied to all febrile patients 
at some stage. A final diagnosis depends 

upon the thoroughness of repeated examinations 

of the history and of the patient, 

and the proper selection and interpretation by the physician 

of various diagnostic tests and therapeutic procedures. 


HARRISON F. FLIPPIN, M.D. 


Professor of Clinical Microbiology, The Graduate School of Medicine 
The University of Pennsylvania, 
Philadelphia, Pennsylvania 


Fever of Undetermined Origin: 
Clinical Notes on Blind Therapy and Aimless Laboratory Testing 


If HAS BEEN SAID that man’s three chief enemies are _ regulating centers in the brain. But, what are the 
war, famine and fever. Of these, fever is the most sources and nature of the stimuli which act upon the 
important, and has been the subject of study by clini- —_ thermo-regulatory centers to cause the fevers of dis- 
cans from as far back as ancient times. In the more ease? The basic question remains unanswered. Only 
recent past (1847), Wood, of Philadelphia, writing in the case of neurogenic fever, resulting from direct 
about the phenomenon of fever, had this to say: injury to the central nervous system, is the origin of 
“The claims of fever to a distinct consideration in the febrile response clearly understood.” Obviously, 
this place rest upon the fact that it is a constituent of the cause of fever still remains one of medicine’s un- 
numerous diseases, and, though by no means simple _ solved problems. 
in its nature, has not yet been, and probably never will Although little is known about the pathogenesis of 
be satisfactorily analyzed. Theorists have failed in fever, clinical and experimental observations indicate 
endeavoring to trace the complicated disorders of that tissue injury is the one factor common to a great 
fever to some common source, and to point out a many of the febrile diseases. Thus, fever may be 
particular succession, a particular and necessary line —_ looked upon as a reaction to injury, comparable to 
of march, in the progress of the affliction. The uni- _ alterations in leukocyte count, increased sedimenta- 
versal disturbance of function which constitutes the tion rate and appearance of the C-reactive protein in 
disease may be brought about in various ways, andthe —_ blood, rather than an indication of any particular 
starting point may be entirely different in different group of diseases. Fever occurs in many different 
cases. Yet, among the great majority of cases, there is types of disease and physiologic states—diseases in 
aclose analogy in the mode of onset, which must be _— which there is tissue injury (infections, neoplastic 
ascribed to some common principle. Whether the diseases, blood dyscrasias, vascular accidents, me- 
fever is idiopathic or symptomatic, the first decided chanical injuries, hypersensitivity states, collagen 
step towards its formation seems to be some morbid __ diseases, cirrhosis of the liver, gout and sarcoidosis) ; 
impression upon the nervous system.” . conditions in which there is increased heat production 
In 1955, Wood, of Baltimore, commenting on the (thyrotoxicosis, dinitrophenol poisoning) ; diseases in 
pathogenesis of fever, stated: “It is well known that which there is impairment of heat loss (congestive 
body temperature is controlled primarily by thermo- __ heart failure, ichthyosis, congenital absence of sweat 
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glands, massive gastrointestinal hemorrhage); and 
diseases affecting the thermo-regulatory centers (heat 
stroke, cerebral vascular accidents, brain tumor). In 
addition, an elevation in temperature may occur with 
menstruation and pregnancy, exercise, ingestion of 
food, excessive fatigue, as a result of psychic dis- 
turbances, and at times from deliberate trickery on the 
part of the patient. 

Since fever occurs in such a wide variety of condi- 
tions, an attempt will not be made to give a detailed 
differential diagnosis of febrile illnesses, but rather to 
consider methods of dealing with patients in whom 
the origin of fever is obscure. In view of the fact that 
infectious diseases, as a class, are far more likely to be 
completely curable than other febrile states, special 
emphasis will be placed on measures commonly em- 
ployed to identify an infection as the cause of fever. 

The term, fever of undetermined origin (FUO), is 
difficult to define. There appears to-be no uniformity 
of opinion as to how thorough a study should be made 
or how long the patient should be followed before the 
term is applied. Furthermore, the reported cases are 
for the most part taken from hospital records and 
cannot be considered representative of the true inci- 
dence of the state, especially when one considers the 
large number of febrile diseases seen in general 
practice in which the cause of fever is never learned. 
This is particularly true in acute infections that 
respond readily to anti-infective agents, or in those 
that subside spontaneously. Likewise, the published 
reviews of large series of cases deal mostly with pro- 
longed obscure fever, whereas most cases of FUO are 
of short duration. Hence, it is impossible to define 
accurately or to estimate the incidence of this condi- 
tion (FUO). For practical purposes, the term FUO 
may be employed as the working diagnosis at some 
stage in all febrile patients. 


Diagnosis of FUO 


Most cases of FUO turn out to be relatively com- 
mon diseases in unusual or atypical forms. Hence, 
little is gained from collected statistics or by reviewing 
typical textbook descriptions as aids in establishing 
the origin of an obscure fever. Rather, awareness of 
the unusual variations in the clinical manifestations 
of common diseases and the type of febrile illness 
most likely to give diagnostic difficulties must be em- 
phasized. Since most cases of FUO are fevers of short 
duration, it is wise, when considering the diagnosis, 
not to look first to the causes of the prolonged type. 

Febrile illnesses of obscure origin of less than two 
weeks’ duration usually represent acute respiratory 
infections, the majority being of viral origin. Other 
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viral diseases, such as acute infectious nonbacterial 
gastroenteritis, infectious mononucleosis and acute 
infectious hepatitis may also present diagnostic 
difficulty. More efficient diagnostic methods and the 
effectiveness of antimicrobial therapy have made 
bacterial infections less important as causes of FUO. 
However, such diseases as subacute bacterial endo- 
carditis (especially enterococcal), tuberculosis, bru- 
cellosis, tularemia and salmonella infections which 
are not properly treated by the agents that would 
be likely to be administered empirically may offer 
diagnostic problems. Although in the minority, ob- 
scure fevers in acute illnesses may be due to cer- 
tain noninfectious causes—hypersensitivity states, 
particularly drug toxicity, thromboembolic diseases, 
blood dyscrasias, gout. For febrile illnesses of longer 
duration, the most frequent causes of obscure fever 
are infections, especially tuberculosis and rheumatic 
diseases, neoplastic diseases, blood dyscrasias and 
hypersensitivity states which include drug toxicity 
and collagen diseases. 

Fortunately, in many instances, the cause of fever is 
promptly recognized from the history and physical 
examination of the patient. In some, the fever sub- 
sides, and the patient recovers from the illness without 
benefit of a diagnosis. In a few, the unexplained fever 
will continue as long as the patient can be kept under 
observation. In others, the identity of the underlying 
disease is determined by eliciting a previously neg- 
lected point in the patient’s history, or by the discov- 
ery of a new physical finding. In still other instances, 
the origin of fever is learned from special diagnostic 
tests or from response to a therapeutic procedure. 


History-Taking 


One of the most important steps in arriving at a 
diagnosis in a febrile disease is a careful history, 
elicited not only from the patient but from other 
members of the family. Not infrequently the history 
will narrow the diagnostic search to a few important 
diseases. One should note the earliest symptoms of the 
disease, as well as previous events that may have some 
bearing on the present illness. Detailed questioning 
about medication, not only for the present illness but 


factor in establishing drug toxicity as a cause of fever. 

A history of a sore throat several weeks before the 
onset of painful joints (rheumatic fever); a recent 
tooth extraction in a patient with valvular heart dis 
ease complaining of weakness, painful nodules of the 
skin (subacute bacterial endocarditis) ; a running ¢! 
preceding the onset of headache and a stiff neck 
(purulent meningitis) are examples of helpful leads 
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Rapid fluctuations in fever, associated with chills, 
suggest certain diseases (septic thrombophlebitis, 
malaria, tuberculosis). Periodic bouts of fever sep- 
arated by relatively symptom-free intervals may be 
caused by certain localized infections, exemplified by 
cholangitis with biliary obstruction due to stones, or 
urinary tract infection with episodes of ureteral obstruc- 
tion caused by pus or small renal calculi. Ingestion 
of raw milk while visiting in the country (brucellosis) 
or the ingestion of poorly cooked pork (trichinosis) 
may be diagnostic leads. In this age of travel, one 
must inquire as to which sections of this country 
(histoplasmosis, coccidioidomycosis, relapsing fever) 
and what foreign lands (parasitic diseases, salmonello- 
sis, schistosomiasis) the patient may have visited. The 
history of contacts with persons suffering with tuber- 
culosis, syphilis; contact with certain animals (tula- 
remia, psittacosis) ; a bite of a tick, especially in the 
spring and early summer (Rocky Mountain spotted 
fever) ; or, a bite from a rat (“‘rat-bite” fever) are often 
helpful clues to an early diagnosis. 

In this era of therapeutic exuberance, there is an 
increasing number of febrile illnesses in persons who 
are hypersensitive to various drugs. The chief offend- 
ers are the antimicrobial agents, especially penicillin 
and the sulfonamides. Others include bromides, 
iodides, gold, aminopyrine. In fact, almost any drug 
that is applied, injected, ingested or inhaled, under 
appropriate conditions, may give rise to toxic reac- 
tions in certain patients. It is to be remembered that 
drug fever may occur although the patient has not 
taken the drug by mouth. 

The use of alcohol often gives a lead to the diagnosis 
of cirrhosis of the liver, although all such cases are not 
due to alcohol. Likewise, a history of alcohol ex- 
aggerating pain is suggestive of Hodgkin’s disease. 
Recent injections of sera originating in heterologous 
species, particularly horses, or transfusions with 
whole blood may result in serum sickness reactions. 
Patients in the “cancer age group” should be carefully 
questioned as to loss of weight and change in bowel 
habits. The suddcn development of an inguinal hernia 
ina person in this group suggests a bowel neoplasm. 


Physical Examination 


Special attention should be given during physical 
examination to those regions where positive informa- 
tion is most likely to be found. 

The skin and mucous membranes should be ex- 
amined for eruptions (drug toxicity, lupus erythe- 
matosus, typhoid fever), petechial hemorrhages (sub- 
acute bacterial endocarditis) and jaundice (cirrhosis 
of the liver, hemolytic crises). Lesions produced by 
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scratching caused by pruritus are frequently associated 
with leukemia and lymphoma. 

The fingers are examined for clubbing (lung tumor, 
ulcerative colitis), and the nail beds for splinter 
hemorrhages (subacute bacterial endocarditis, blood 
dyscrasia). 

A search should be made for lymph node enlarge- 
ment (metastatic carcinoma, tuberculosis, leukemia, 
Hodgkin’s disease); nodules in muscles (trichinosis, 
periarteritis nodosa, sarcoidosis) and small draining 
sinuses (tuberculosis, actinomycosis). 

Cardiac murmurs should always suggest bacterial 
endocarditis or active rheumatic fever. 

The finding of an abdominal mass may be a lead to 
the diagnosis of neoplastic disease. Enlargement of the 
liver is often due to a tumor, abscess or fatty infiltra- 
tion, and splenomegaly suggests leukemia, lymphoma 
or infection. The umbilicus should be examined for 
evidence of metastatic disease and fistula tract caused 
by tuberculosis or pneumococcal peritonitis. 

Rectal and pelvic examinations should be made to 
determine the presence of abscess, tumor or rectal 
shelf. The testicles should be palpated for evidence 
of tuberculosis or teratoma. 

The finding of tender areas in bone is often indica- 
tive of neoplastic disease. Likewise, idiopathic throm- 
bophlebitis should suggest malignant disease, espe- 
cially of the pancreas. 


Diagnostic Aids 


Today, it is possible to diagnose many disorders by 
means of various tests and procedures. However, the 
diagnosis of fevers of obscure origin cannot be made 
solely from these studies. It remains for the physician, 
after a careful consideration of the possible etiologies 
suggested from a detailed history and careful physical 
examination, to select and interpret the diagnostic 
tests. Certainly, purposeful selectivity in laboratory 
testing promises greater reward in diagnosis than does 
aimless laboratory testing. 

In general, there is little or no indication for the 
early use of laboratory procedures not definitely re- 
lated to the history or physical findings. For the most 
part, it is best to order laboratory procedures in series, 
rather than simultaneously. After the most likely 
clinical impressions have been excluded, succeeding 
possibilities can be tested. Nevertheless, since most 
acute febrile illnesses of less than two weeks’ duration 
are infectious in origin, it is important to establish an 
etiologic diagnosis as early as possible in these cases, 
in order to institute proper therapy. 

As a rule, the cause of fever in acute febrile illnesses 
is not too puzzling, but a patient with a prolonged 
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fever of obscure origin often represents one of the most 
perplexing diagnostic problems in the practice of 
medicine. Here the cause of fever is ascertained largely 
by exclusion, which necessitates a proper battery of 
diagnostic tests. 

Since the cause of fever may be in any system of the 
body, a detailed description of all the tests that might 
be employed in an investigation is obviously beyond 
the scope of this presentation. Nevertheless, experi- 
ence has indicated that certain tests are often more 
helpful than others in determining the cause of fever. 
In a study of 110 patients hospitalized with the diag- 
nosis of FUO, less than 10 per cent of 850 laboratory 
tests yielded valuable information. Of these, cultures 
and smears were the most useful diagnostic proce- 
dures, and serologic reactions were helpful only in the 
diagnosis of infectious mononucleosis. In certain 
instances, less commonly used tests, such as marrow 
aspiration and biopsy, were helpful. The many positive 
chemical tests were somewhat misleading since most 
were done on jaundiced patients and the chemical 
tests served merely to confirm and identify the type of 
hepatic dysfunction. Comparable results were noted in 
69 cases of FUO studied in another hospital, with the 
exception of two patients showing positive agglutina- 
tions for Brucella. 

For the most part, all patients suffering with an 
obscure febrile illness should have certain basic labo- 
ratory studies performed: (1) complete blood count 
and sedimentation rate; (2) urinalysis; (3) serologic 
test for syphilis; (4) blood culture; and (5) chest x-ray. 
Further diagnostic procedures are individualized for 
every case, being based upon specific details from the 
history and physical examination. These tests include: 
(1) smears and cultures of sputum, urine, throat swab, 
stool, localized pus, and ascitic, pleural or cerebro- 
spinal fluid; (2) tests for liver function, protein-bound 
iodine, acid phosphatase; (3) serologic tests (Salmo- 
nella group, brucellosis, infectious mononucleosis, tula- 
remia and rickettsial diseases) ; (4) bone marrow aspi- 
ration for cytologic examination of marrow, cultureand 
histologic examination for evidence of metastatic ma- 
lignancy or lymphoma; (5) L. E. cell preparation; 
(6) skin tests which may be helpful in ruling out cer- 
tain infectious diseases (tuberculosis, histoplasmosis, 
tularemia, trichinosis, coccidioidomycosis, lympho- 
pathia venereum and brucellosis) ; (7) biopsy of lymph 
node, muscle, pleura, liver; (8) x-ray studies that are 
especially helpful in the cancer age group of patients 
and are often of value in the detection of hidden areas 
of infection (teeth, paranasal sinuses, perinephrium) ; 
(9) direct visualization—bronchoscopy, cystoscopy ; 
(10) exploratory laparotomy. 

Although the majority of acute infections of obscure 
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origin are due to viruses, it is not practical at this 
time to carry out routinely tests needed to identify all 
of the known viruses. In order to achieve maxinium 
results with complement-fixation and agglutination 
tests for the diagnosis of viral diseases, a sample of 
blood taken early in the disease should be compared 
with one taken later to demonstrate an increase in 
antibody titer. However, because of this necessary 
time factor, the diagnosis is often not established until 
convalescence. Nevertheless, in certain instances, as in 
a patient suffering with an atypical pneumonia, the 
development of “cold” agglutinins and agglutinations 
for Streptococcus MG in the blood are helpful in 
establishing the diagnosis. In patients with bactere- 
mia, the chance of obtaining a positive blood culture is 
greater if a sample of blood is collected at four-hour 
intervals within a single 12-hour period, rather than a 
daily sample for three or more days. When requesting 
certain laboratory tests, especially bacteriologic studies, 
it is important to notify the laboratory as to what 
medication the patient has received, especially anti- 
microbials, in order that the culture media may be 
favorably altered accordingly. 


Therapeutic Trials 


Theoretically, the value of a trial with any thera- 
peutic procedure rests upon its specificity of action. 
The favorable response to chloroquin or amodioquin 
in a febrile patient with a past history of malaria, or to 
emetine or chloroquin in a patient suspected of having 
amebiasis, are useful diagnostic indicators. The 
salicylates remain unique in their ability to relieve 
joint pains and swelling, as well as for their antipyretic 
effect in rheumatic fever. Colchicin may be used ona 
trial basis in febrile patients suspected of having gout. 
Likewise, when the diagnosis of hyperthyroidism is 
questionable, one may resort to a therapeutic trial, 
preferably with propylthiouracil. On occasion, the 
use of x-ray therapy or nitrogen mustards may prove 
helpful in diagnosing Hodgkin’s disease. 

In contrast to the above examples of drugs with more 
or less specific action, the use of the various anti- 
microbials as diagnostic tests is less informative. 
Originally, with the sulfonamides, and later with the 
advent of penicillin, if a febrile patient failed to 
respond to either drug, it was assumed that the dis- 
ease was not amenable to specific therapy. Although 
this practice did not represent a specific diagnostic 
test, it was more informative than the present-day 
practice of dosing all patients suffering with febrile 
illnesses with antimicrobials, many of which have 
overlapping spectra of antibacterial action. No doubt 
there may be infections that respond dramatically to 
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this type of blind therapy, without their exact location 
or nature being known. Nevertheless, this practice is 
not only useless as a diagnostic procedure, but it also 
has definite disadvantages—increased drug toxicity, 
development of drug-resistant organisms and super- 
infections, masking of the clinical picture of the dis- 
ease, and interference with laboratory testing. Despite 
these disadvantages, it is at times necessary to ad- 
minister the antibiotics on a trial basis before a diag- 
nosis has been established because of deterioration of 
the patient or because extensive studies have been 
unrevealing. In so doing, it is to be remembered that 
a positive therapeutic response may not be diagnostic 
at all and therefore does not relieve the physician of 
the responsibility to obtain unequivocal evidence of 
the origin of the fever. This is particularly true in 
cases of neoplastic diseases with secondary bacterial 
infection. Before starting a therapeutic trial, the pos- 
sibility of drug toxicity is eliminated. Furthermore, 
the physician must have a thorough understanding of 
the dosage, and the expected range of response of the 
drug within a given time, in order to establish a nega- 
tive or positive outcome. 

Although the administration of antimicrobials is not 
synonymous with therapeutic trials with these agents, 
the underlying principles in each are the same. It 
seems advisable to use one drug at a time, except in 
those in whom the clinical findings suggest a condition 
in which multiple therapy has proved more effective. 
In general, it can be stated that response to penicillin 
would suggest an infection due to Gram-positive 
bacteria (especially cocci), Gram-negative diplococci 
(meningococcus, gonococcus), or treponemata (syph- 
ilis). Likewise, there are organisms which are sensitive 
to penicillin, but to a lesser extent (Corynebacterium 
diphtheriae, the viruses of psittacosis, and lympho- 
granuloma venereum and species of Actinomyces). 
Response to streptomycin suggests a Gram-negative 
organism (H. influenza, Pasteurella tularensis, E. coli, 
certain strains of Klebsiella, Brucella, Shigella or 
Salmonella group), or tubercle bacillus. The range of 
action of the so-called wide-spectrum antibiotics is 
such that response to these drugs merely indicates 
that an infection was probably present. For example, 
the tetracyclines possess definite antiamebic proper- 
ties but their breadth of action limits their usefulness 
as a diagnostic tool. The effectiveness of chloram- 
phenicol against typhoid fever and certain other 
salmonella infections, not shared so far by any other 
antibiotic, may place this drug in a different class as 
far as diagnostic value is concerned. In certain in- 
stances a therapeutic trial requires the concomitant 
administration of two or more agents. Isoniazid, a most 


potent antituberculous drug, combined with PAS, 
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probably represents the best diagnostic regimen for 
suspected tuberculosis because of high specificity. A 
febrile patient with clinical manifestations of subacute 
bacterial endocarditis but without a positive blood cul- 
ture should receive penicillin and streptomycin in 
dosages recommended for an enterococcal infection. 
Although of little diagnostic value, all febrile patients 
suspected of brucellosis should receive streptomycin 
and one of the tetracyclines. 


In addition to the above procedures, the following. 


may be helpful in selected cases of FUO. Fevers due to 
infections can be treated successfully by antipyretics 
but the temperature rarely falls when narcotics are 
given. However, an elevated temperature in habitual 
hyperthermia and in neurosis is not reduced by anti- 
pyretics but is reduced when morphine or some nar- 
cotic is given. In patients where spurious fever is 
suspected, the institution of a regimen of having the 
nurse hold the thermometer in place when rectal 
temperatures are recorded has eliminated the necessity 
for many diagnostic studies. Although cortisone and 
related steroids are often employed in patients with 
obscure fevers, their actions are such that they are of 
no value in establishing the cause. 


Certainly, a patient suffering with a febrile illness of 
obscure origin represents one of the most difficult 
diagnostic problems in the practice of medicine. No 
doubt since the advent of modern antimicrobial ther- 
apy many infections are being eradicated by these 
agents without their exact location or nature being 
known. Nevertheless, the indiscriminate use of anti- 
microbials has in many instances complicated rather 
than solved this problem. It is well to remember that 
the majority of infections seen in general practice are 
viral in origin and no virus smaller than that of 
vaccinia, the largest of those measured, is amenable to 
therapy with these drugs. Furthermore, the incidence 
of secondary bacterial infection has been shown to be 
higher in patients suffering with viral infections of the 
respiratory tract who receive antibiotics than in those 
who do not, with the complicating infections which 
arose being due to unusual types of bacteria or drug- 
resistant strains of common pathogens. Likewise, the 
present-day custom of using antimicrobial prophy- 
laxis in clean surgery has complicated rather than 
solved the problem of hospital-acquired infections. 

Since infectious diseases as a class are more likely to 
be curable than the other causes of obscure fever, 
every effort should be made to establish the presence 
of infection as rapidly as possible, in order to select 
the proper therapy. In many instances where the 
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cause of fever is unknown, it is justifiable to wait for 
further developments in order to arrive at a more 
accurate diagnosis, or to see if the condition will not 
improve spontaneously. Obviously, in seriously ill 
patients, the length of time that elapses between the 
onset of the infection and the beginning of treatment 
is of great importance. In these cases it is often neces- 
sary to institute therapy as soon as the clinical picture 
is considered and the necessary material has been 


collected for laboratory study. By following such a 
practice it is doubtful whether more lives will be lost 
than by dosing all febrile patients with these drugs. 
In fact, it has been said that ‘as many lives may be lost 
by the indiscriminate use of the antimicrobials as by 
the failure to use them when they are needed.” 


A coupon for ordering a bibliography. accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


Etiology of Atherosclerosis 


In His summary of problems of dietary fat in human nutri- 
tion, in the American Journal of Public Health for Decem- 
ber, 1957, Olson emphasized that atherosclerosis represents 
a very complex interaction between host and environment. 
He showed the diagram at the right which presents, in the 
lower portion, the classical triangle of the epidemiologists 
relating host, environment and agent. He went on to say, 
“The unique aspect of this triangle is that the ‘agent’ for 
atheroma formation, whatever precisely it is, appears to 
arise within the host as a result of interaction between host 
and environment. Instead of being an independent variable, 
as is the case in the more classical situations of infection, 
allergy, poisoning or drug addiction, the agent in the case 
of atherosclerosis is a dependent variable. Further, it seems 
clear that the contribution made by the host and by the 
environment in given cases may vary widely so that simple 
regressions are virtually impossible. In special cases a num- 
ber of subliminal stimuli may operate to finally activate the 
‘agent.’ Some of the pertinent variables . . . which may be 
contributory as host factors include genetic endowment, 
race, age, sex, endocrine balance and psychic state. Some 
of the equally pertinent environmental variables include 
diet (fat as well as other constituents), drugs, exercise, 
social, economic and cultural factors, including occupation 
and climate.” 

In further description of his diagram, Olson went on to 
say that the upper triangle, inverted over the first, portrays 
the relationship of both local and humoral factors, arising 
as a result of host-environment interaction, to atheroma 
formation. He continued: ‘The local factors which have 
been differentiated include hemodynamic ones related to 
blood flow, turbulence and pressure; metabolic ones in- 
trinsic in the arterial tissue which control its respiration and 
lipogenesis ; structural ones relating to the differentiation of 
intima, internal elastic membrane and other components 
of the arterial wall; and traumatic ones relating to injury, 
ulceration and repair. 

“The important humoral factors seem to include the 
serum lipids and lipoproteins, the clearing factor which is 
somehow related to heparin and the coagulability of the 
blood. It appears that these local and humoral factors inter- 
act within the host to produce atherosclerotic lesions.” 
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This is the fourth of a series of Buffalo General 
Hospital—University of Buffalo Conferences on 
clinical bacteriology and immunology, conducted 
by Ernest Witebsky, M.D. and George E. Miller, 
M.D. and edited by the latter. The following par- 
ticipated in the present conference: Ernest Witebsky, 
M.D., Distinguished Professor of Bacterwology and 
Immunology; George E. Miller, M.D., Associate 
Professor of Medicine; Harold Rosamilia, Teaching 
Assistant in Bacteriology and Immunology; John 
Talbott, M.D., Professor of Medicine; James Mohn, 
M.D., Associate Professor of Bacteriology and Im- 
munology; John Paine, M.D., Professor of Surgery. 


Dr. Ernest Wrressky: We are no longer in the age of 
Koch and Pasteur when the frequent identification of 
new bacteria as causative agents of disease in man and 
animals was possible. This is now the province of the 
virologist. Yet there are still some microorganisms of 
great importance that have been known for many years 
but whose significance is seldom appreciated. Such an 
example will occupy our attention today. 

Dr. Georce Miter: The first case is of a 43-year-old 
man who suffered from rectal pain for 24 hours prior 
to his admission. On examination he was found to have 
marked tenderness localized to the left just inside the 
rectal sphincter. The clinical impression was peri-anal 
abscess that was immediately incised and drained. The 
patient was discharged 24 hours later. 

When a group of students, house officers and staff 
members were asked to predict the bacteriologic find- 
ings in the pus evacuated from this abscess, the follow- 
ing microorganisms were suggested: B. coli, Staphylo- 
coccus aureus, B. aerogenes, Streptococcus fecalis, 
Proteus vulgaris, B. pyocyaneus and Mycobacterium 
tuberculosis. 

Dr. Wiressxy: It is interesting to note the varied 
thoughts about the etiologic agent in this*relatively 
common affliction and it is perfectly true that any of 
these organisms might have been responsible. Although 
aculture of the pus is the only way in which a final 
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A Common Infection Commonly Overlooked 


**When Bacteroides enter the blood stream, the infection 
represents a serious threat to life.’’ 


UAMYNOLOGY CONFERENCE OF THE BUFFALO GENERAL HOSPITAL— 


UNIVERSITY OF BUFFALO SCHOOL OF MEDICINE 


answer can be provided, a direct film of the material 
may narrow the field. Identification of the organism as 
a Gram-negative rod or a Gram-positive coccus might 
be a helpful preliminary guide to antibiotic therapy if 
that were contemplated. It is certainly a simple pro- 
cedure worth doing. In this instance the direct film 
was not helpful. No organisms were seen. But on cul- 
ture a member of the Bacteroides group was recovered. 

For many years Bacteroides has impressed us as a 
frequent causative agent of purulent infections of great 
variety. Nor are these infections always simple and self- 
limited as in the case presented. They may even be 
fatal. The clinician, however, is frequently unfamiliar 
with this microorganism and its potentialities in the 


‘production of disease. I have asked a member of our 


staff who has studied these organisms extensively to 
review briefly the fundamental bacteriology of the 
Bacteroides. 

Mr. Harry Rosammia: This is a Gram-negative bacil- 
lus that grows only in the absence of oxygen. Morpho- 
logically it resembles B. coli. However, there are two 
features that distinguish it from the colon bacillus, and 
on the basis of these features Bacteroides has been 
classified into two major groups. Those included in 
the Funduliformis group are very large. On culture 
they produce copious quantities of gas and a variety of 


bizarre forms including diamond-shaped and swollen 
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bacilli. They also produce oval or round bodies that 
represent a mode of reproduction, since daughter ba- 
cilli arise from these spherical particles. Those in the 
Fragilis group, on the other hand, are small and cocco- 
bacillary in shape. They produce far fewer bizarre 
forms than the Funduliformis type. 

These organisms will grow on almost any laboratory 
media but only if they are placed in an environment 
from which the oxygen has been removed. 

Dr. Wrressky: Here then we have a specific organism, 
but its identification is often very difficult because it is 


often associated with organisms of the B. coli group 


that it resembles so closely. In a mixed infection that 
includes colon bacilli, one might easily overlook asso- 
ciated Bacteroides because on culture the colon bacilli 
overgrow Bacteroides. Thus, we can prove the presence 
of Bacteroides only when it occurs in pure culture. 

Because we routinely carry out anaerobic as well as 
aerobic culture of all material submitted to our labora- 
tory, we may detect a larger number of Bacteroides 
infections than would be found in a laboratory where 
routine anaerobic culture is not carried out. I empha- 
size this for there is no other way to detect this organ- 
ism even if it is present in pure culture. 
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Now let us proceed with other illustrations of in{ec. 
tions produced by the Bacteroides. 

Dr. Miter: The second patient is a 41-year-old wom- 
an with a two-year history of menorrhagia that led to 
her admission for hysterectomy. The only physical 
abnormalities were obesity and a slight elevation of 
blood pressure. The hysterectomy was carried out 
without difficulty and a catheter was temporarily 
placed in the bladder. Postoperatively she received 
penicillin and streptomycin. During the first 48 hours 
following surgery, her temperature rose gradually to 
104° and remained there for several days. There was a 
note on the chart that the vaginal packing exuded a 
very foul odor. The patient complained of moderate ab- 
dominal pain. The antibiotic was changed to chloram- 
phenicol and subsequently to oleandomycin and tetra- 
cycline without any effect on the fever. On the fourth 
postoperative day, blood culture revealed Bacteroides. 
A culture of the vaginal discharge was not done and a 
urine culture showed only paracolon bacilli. On the 
same day pelvic examination revealed an accumulation 
of pus at the apex of the vagina. This was drained sur- 
gically and the temperature of the patient quickly fell 
to normal. 

Dr. Wrressky: If we had asked, as we did in the first 
case, what organisms the clinician might expect to 
cause a foul-smelling postoperative vaginal discharge 
followed by septicemia, Bacteroides would probably 
have been omitted again from the list. 

In this case we found the organism in the blood 
where it is not too difficult to isolate because only 
rarely are multiple organisms present in the blood 
stream. But the urine contained paracolon bacilli, 
Gram-negative bacilli that would make it very difficult 
to demonstrate the simultaneous presence of Bacter- 
oides. The material that was evacuated from the va- 
gina was not cultured, but we are confident that it 
would have shown Bacteroides and that it was this 
localization of pus which led to the septicemia. It is 
fortunate in this instance that the drainage of the ab- 
scess led to the patient’s recovery. This does not 
always happen, for when Bacteroides enters the blood 
stream it represents a serious threat to life. 

Dr. Joun Tatsortr: Is Bacteroides a regular inhabitant 
of any particular part of the body? 

Dr. Wrressky: That is a very difficult question to an- 
swer. In order to study the ecology of Bacteroides we 
need improved techniques for the easier separation of 
aerobic from anaerobic Gram-negative bacilli. The or- 
ganisms must be present in some parts of the body, for 
I am confident they are not placed there by the doctor 
or the nurse. It is probable that they exist normally in 
both the intestinal tract and in the vagina. Ordinarily 
they do not cause disease in their normal habitat, but 
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under special conditions they may become invasive and 
produce the sorts of infections that have been de- 
scribed. They very readily become pathogenic. We 
have abundant case material and have selected only a 
few examples for the conference today. 

Dr. Miter: The next patient illustrates a different 
area of infection. This is a 38-year-old man, a mild 
diabetic, who was admitted because of left chest pain 
that had its onset seven days earlier. The pain ap- 
peared suddenly, was of squeezing character and was 
localized under the sternum. These symptoms led, 
among other things, to an electrocardiogram and car- 
diac fluoroscopy neither of which revealed any ab- 
normality. Over the next six days the pain grew stead- 
ily worse and was aggravated by coughing and deep 
breathing. The patient experienced no sensation of 
fever or chill. At the time of admission his temperature 
was 102°, pulse 110 and respiratory rate 38. He was 
acutely ill. The left chest was flat to percussion with 
absent breath and voice sounds over the lower two- 
thirds. The right chest was normal. There were no 
other positive physical findings. The impression was 
that of pleural effusion, and this was confirmed by 
x-ray. A thoracentesis was attempted immediately but 
itwas possible to aspirate only a few drops of old blood 
and clot. He was started on penicillin. The following 
day he was seen by a thoracic surgeon who succeeded 
in removing about 1,000 ml. of dirty yellow, foul- 
smelling fluid from the left pleural cavity. A direct film 
of the pleural fluid revealed innumerable Gram-nega- 
tive bacilli and a few Gram-positive cocci in pairs. On 
culture, Bacteroides and beta-hemolytic streptococci 


“They normally exist in the intestinal tract and vagina. They very 
readily become pathogenic.” 
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were recovered. Cultures of blood and sputum were 
negative. 

The fluid reaccumulated rather rapidly and was 
withdrawn once more. It was again described as foul- 
smelling. The patient had by now been placed on 
tetracycline but without a very satisfactory response. 
Finally, because of continued symptoms and signs, a 
limited thoracotomy was done with drainage of grey 
purulent material, and adherent blood clot. Following 
this procedure the patient improved steadily and was 
discharged about one week later. 

Dr. Wrressky: Here we have a patient with empyema 
that one might have presumed to be post-pneumonic 
and probably caused by a pneumococcus. But the 
causative organism in this thick, foul-smelling empy- 
ema was almost certainly Bacteroides. But if you ask 
me where the Bacteroides came from, I would have 
some difficulty in answering. 

Dr. Miter: Since you raise the question I might give 
you one additional piece of history that came out 
shortly before the patient was discharged. Three weeks 
before the onset of symptoms, he had an abscessed 
tooth extracted. Might this be the source of the 
infection ? 

Dr. Wrressky: I think this is very possible. I am not 
sure that Bacteroides has ever been seriously consid- 
ered as a cause of root infections but the circumstances 
are ideal for its growth. A great many root infections 
are foul-smelling and it is altogether possible that this 
organism is a frequent causative agent. 

We have discussed cases treated with penicillin, 
streptomycin, chloramphenicol and tetracycline. Dr. 
Mohn, would you comment upon treatment from the 
bacteriologist’s point of view. 

Dr. James Moun: There is ample evidence from in 
vitro testing, as well as in vivo experience, that peni- 
cillin is not effective. In fact we use penicillin in the 
laboratory to produce the bizarre forms that Mr. Rosa- 
milia has described. All the strains of Bacteroides that 
we have isolated over the last ten years have been re- 
sistant to streptomycin. There is recent evidence that 
neomycin has no effect upon most strains of Bacter- 
oides, although we know it is effective against a num- 
ber of other Gram-negative organisms. The tetracycline 
group is by far the most effective, both in vitro and in 
vivo, in inhibiting the growth of these organisms. 

Dr. Minter: You have talked about the administration 
of antibiotics and yet in each of these three cases it was 
only after the infection was drained that a cure was 
effected. Are antibiotics really useful or must one get 
at the focus of infection before expecting relief? 

Dr. Wrressky: That question may be generalized. 
Will any antibiotic help if you have accumulation of 
pus in large quantities? In most instances, evacuation 
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"Treatment . . . evacuation, surgical drainage and antibiotic 
therapy.’’ 


still seems to be the treatment of choice no matter 
what the organism. However surgical drainage is also 
capable of spreading infection and the antibiotic may 
be useful in the prevention of such extension. 
StupeNnT: Does this organism ever cause bacterial 
endocarditis? 

Dr. Wrressky: I do not recall a case either in our 
series or from the literature. But whenever the ques- 
tion is raised of whether a given organism can cause 
bacterial endocarditis, I always answer yes. 

Dr. Joun Parne: It has been intimated that the Bac- 
teroides produces gas. Does it produce gas in tissues? 
Might we expect the same kind of cellulitis that we 
have come to expect with Welch bacillus infections? 
Should we be able to detect crepitation in the tissues 
or find gas on x-ray examination of an infected area? 
Dr. Wrressky: It is true that Bacteroides is a gas- 
producer in the test tube. So is the colon bacillus. And 
yet neither of these organisms generates enough gas 
within the tissues to produce the signs Dr. Paine has 
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alluded to. As soon as you find gas in the tissues, you 
should be led to the thought of infection by the Weich 
bacillus. 

Dr. Moun: Instead of a cellulitis this organism tends 
to produce a localized abscess. It does not invade 
necrotic tissue the way Clostridia do. 

Dr. Miter: The next patient was a 45-year-old woman 
with a long history of chronic cholecystitis and chole- 
lithiasis who was admitted for a cholecystectomy that 
was carried out without difficulty. The day following 
operation her temperature rose to 102°. She was 
started on chloramphenicol. Five days later the 
temperature was still elevated despite this treatment. 
On each of these days she had been carefully examined 
for a source of fever but it was not until the fifth post- 
operative day that a wound infection was identified 
and 50 ml. of fluid evacuated from the upper pole. 
From this fluid Bacteroides was isolated. The next day 
the wound was cultured once more and only anaerobic 
staphylococci were isolated. Following evacuation of 
the abscess the temperature fell to normal. The point 
of interest was the presence of Bacteroides on one day 
and its absence the next day. 

Dr. Wrressky: I would like to comment on this. On 
the first day we received a good amount of pus. The 
second day we got a swab. The swab is something that 
should be eliminated from our instrumentarium except 
for throat cultures and occasionally for vaginal cul- 


“We find it easier and more rewarding to work with a larger 
quantity of fresh material.’ 
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tures. It is particularly discouraging when we get a 
swab that has been dipped into an abscess that con- 
tains 1,000 ml. of pus. By the time we get the swab, it 
js often dried out. We are not magicians and can grow 
organisms only from the material you send us. We find 
it easier as well as more rewarding to work with a 
larger quantity of fresh material. I believe this faulty 
collection of material is the main reason why the cul- 
ture on the second day did not reveal Bacteroides. 

Dr. Mutter: A final patient was also admitted for elec- 
tive hysterectomy because of a fibroid uterus. This 
operation was carried out without difficulty. The day 
following surgery her temperature rose to 101 and it 
ranged between 101 and 103 for the next three days. 
At the end of this period, although asymptomatic, the 
patient was placed on penicillin and streptomycin. 
The wound was clean. Rectal examination was nega- 
tive. There was a slight purulent vaginal discharge 
which was cultured and reported as negative for beta- 
hemolytic streptococci and gonococci. At the same time 
the urine was cultured and revealed a pure growth of 
Bacteroides. Temperature elevation continued for the 
next five days when a wound infection was finally iden- 
tified and evacuated, following which her temperature 
came to normal. A culture of the wound was negative. 
In the presence of a negative vaginal discharge, where 
did the Bacteroides come from? 

Dr. Wiressky: Although we have often questioned 
whether our gynecologic colleagues really think of 
Bacteroides as a possible infectious agent, we must oc- 
casionally question our own thought processes as well. 
I have just realized that the vaginal secretion is the 
only material which we do not routinely culture under 
anaerobic as well as aerobic conditions. If we did this 
Iam confident that we would be able to report Bacter- 
oides much more frequently from vaginal cultures. 
For this reason it may be mainly our fault that the 
gynecologist has not in the past thought as often of 
Bacteroides as we would like him to do. 

Actually a technical question is involved here. We 
cannot possibly ‘dentify and report all of the organisms 
we find in various body cavities and their secretions. 
We have to decide first what it is we should be looking 
for. I remember one hospital laboratory where a tech- 
nician was busily trying to identify all the normal or- 
ganisms, including their sub-species, that are present 
in the throat. This would require a week or two for 
tach throat culture. And so we devote our attention to 
those organisms that we consider abnormal or patho- 
genic. In the case of the throat we look primarily for 
hemolytic streptococci, pneumococci and diphtheria 
bacilli. In the case of the vaginal discharge our major 
concern is the gonococcus and hemolytic streptococ- 
cus. But the time has come for us to enlarge the num- 
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“It is important to decide what to look for . . 
attention to that search.”’ 


. and then devote 


ber of organisms we specifically search for in the vagina 
and extend our report to include whether or not we 
find Bacteroides in the culture. 

In this case a pure culture of Bacteroides was ob- 
tained from the urine. This is another site where, we 
believe, Bacteroides infections are far more common 
than the clinician may suspect. But here again we face 
the identification problem which occurs when B. coli 
and Bacteroides are present simultaneously. I would 
not be surprised if some of the resistant urinary tract 
infections we encounter were really Bacteroides rather 
than B. coli infections. We certainly have enough pure 
cultures of Bacteroides from the urine to indicate that 
this is not an uncommon infecting organism. 

Dr. Paine: Can’t you add to your culture medium an 
antibiotic which will inhibit the colon bacillus and 
allow the Bacteroides to grow out alone? 

Dr. Wrressky: We hope neomycin may be the agent 
that will accomplish this but we do not yet have enough 
experience to make conclusive statements about it. 
Selective suppression of colon bacillus growth in a cul- 
ture medium remains a major problem in the diagnosis 
of Bacteroides infections. But it may be equally impor- 
tant that most physicians have not really considered 
Bacteroides to be a problem. 
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Dr. James Moun: Being a conservative by nature I 
would like to introduce a word of caution. The rela- 
tionship of Bacteroides to the vaginal flora may be the 
same as the relationship of beta-hemolytic streptococci 
to the throat. Normally they are present and it is only 
when abnormal numbers develop that one has some 
indication of infection. We have no way of quantitating 
the number of Bacteroides in a culture from the va- 
gina. If they are present we can only report their pres- 
ence; we cannot say that they are the cause of the in- 
fection, at that time, in that place. Thus the identifica- 


tion of the source of the material becomes important, 
for if it is lochia or uterine discharge rather than simply 
a vaginal smear, the significance will be quite different. 
Dr. Miter: We can summarize by reminding you that 
we have pulled from the routine bacteriology records 
of the last month these five cases of Bacteroides infec- 
tions that have been discussed. They represent only a 
sample of the total number that have been identilied 
during this period of time. It is an infection that is 
perhaps much more common than we have in the past 


been led to believe. 


HERE'S 
A HELPFUL HINT... 


UNDER NORMAL CIRCUMSTANCES, the activity of the various obvious cholinergic functions is 
relatively easy to inhibit by means of anticholinergic drugs. In patients with peptic ulcer, 


however, one cholinergic function, namely gastric acid secretion, is under unusual pressure 
while the other functions are unaltered. For that reason, the very function that you wish to 
inhibit by means of an anticholinergic drug is the one most likely to break through the inhibi- 


About Peptic Ulcer 


tor.—Strewart WoLyr, M.D., University of Oklahoma School of Medicine, Oklahoma City. 
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There are more than a million unknown diabetics 

in the United States. That fact represents a challenge 

that can best be met by combined efforts of general practitioners 
and health departments. The private physician supplies 

a keen interest in detection pf diabetes. The health department’ 
can furnish helpful ancillary services. 


A. L. CHAPMAN, M.D. 


Assistant Surgeon General, Chief, Division of Special Health Services 
Bureau of State Services, Public Health Service 
Department of Health, Education, and Welfare 
Washington, D. C. 


Diabetes—A Challenge to the General Practitioner 


Iris ESTIMATED that two and one-half million people in 
the United States have diabetes. About half of them are 
unknown. 

The detection of these unknown diabetics will, to a 
great extent, depend upon the willingness of general 
practitioners to give a higher priority to diabetes de- 
tection in their everyday practice. Many unknown 
diabetics seek medical care because of illnesses other 
than diabetes. However, when diabetes is not looked 
for, these patients often are discharged from medical 
supervision—their diabetes still undetected. A simple 


blood analysis would, in many instances, suffice to. 


bring the diabetes to light. 

Many more unknown diabetics enter a~d later are 
discharged from hospitals—their diabetes undetected 
—because no one looks for it. It would seem reasonable 
then to assume that a substantial number of the million 
or more unknown diabetics will not be detected until 
general practitioners, as well as other medical special- 
ists, and members of hospital staffs do blood sugar 


determinations routinely on all adult patients. 


Priority Groups 


There are compelling reasons why the following 
three groups of “high risk” patients (if all adult pa- 
tients cannot be tested) should be given first priority : 

1. Relatives of diabetics. The incidence of diabetes 
among blood relatives of diabetics is eight times as 
high as the incidence of diabetes among persons un- 
related to diabetics. If, in taking a medical history, the 
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information is elicited that a patient has a diabetic 
blood relative, it is imperative that a blood sample be 
taken for blood sugar analysis and that the patient be 
advised of the importance of having periodic blood 
tests done throughout the rest of his life. 

2. Overweights. The incidence of diabetes is signifi- 
cantly higher among overweight patients than among 
normal weight patients. In addition to taking a sample 
of blood for a screening test, the patient should be 
informed of the relationship between obesity and 
diabetes. 

3. Persons over 40. Diabetes is a cumulative disease. 
It is obvious that the examination of groups of people 
over 40 years of age will yield a higher incidence of 
diabetes than the examination of groups of young 
people. 

The effective application of known methods of de- 
tecting diabetes will depend upon the attitude of 
general practitioners toward the detection of this 
disease. Methods for detecting diabetes—blood tests— 
can be made universally available. But, if the general 
practitioner does not acknowledge the importance of 
taking blood samples for routine analysis, the early 
detection of diabetes will continue to be done on a hit- 
or-miss basis. 


Role of Health Departments 


There are three ways in which some state and local 
health departments are assisting general practitioners 
in expansion of diabetes case-finding activities. 
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Figure 1. Some health departments are expanding blood sugar 
analysis services to include the examination of initial “screening” 


samples of blood mailed by general practitioners. 


Figure 2. Group instruction for diabetics is economical. 


Figure 3. The public health nurse can be helpful in returning the 
wayward” diabetic to the physician’s care. 
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Bioop Sucar TEsts 


1. State health departments are expanding blood 
sugar analysis services to include the examination of 
initial “screening” samples of blood mailed to state 
health department laboratories by general practi- 
tioners (Figure 1). 

Practical methods have been developed for pre- 
serving the sugar content of unrefrigerated blood 
specimens sent through the mails, even in summertime, 
Blood collection tubes, containing a fluoride prepara- 
tion, are used. These tubes can be obtained com- 
mercially or, in some states at least, from state health 
department laboratories. 

There have been deterrents to the establishment of 
this simple and effective adjunct to statewide diabetes 
case-finding programs. 

First of all, some health departments have not had 
adequate medical society and other support to obtain 
funds with which to finance needed expansion of 
laboratory facilities and services. 

Second, a fear has existed that if state health depart- 
ment laboratories do blood sugar determinations, even 
for screening purposes, private laboratories will suffer. 
This fear is unfounded. Unknown diabetics benefit 
neither private laboratories nor general practitioners. 
On the other hand, the conversion of unknown dia- 
betics to known diabetics through the instrumentality 
of screening tests places earlier, more treatable, 
diabetics in the hands of general practitioners. These 
known diabetics, once they are under medical super- 
vision, become the source of repeated blood samples 
which are channeled to private laboratories for 
analysis. In other words, availability of initial screen- 
ing blood tests performed by state health department 
laboratories automatically increases the number of 
future blood tests that will be processed by private 
laboratories. 

The provision of blood sugar analyses by state 
health department laboratories can benefit unknown 
diabetics, general practitioners, and private labora- 
tories as well—with harm to none. 


EDUCATION OF PATIENTS 


2. Methods have been developed for teaching groups 
of diabetic patients the basic facts about diabetes, the 
rationale of a proper diet, the action and reactions of 
insulin, and methods for preventing many types of 
diabetic complications. 

Can the average general practitioner afford to spend 
the estimated ten to 20 hours needed to transform 
newly-discovered diabetic patients into understanding 
and cooperative patients? If not, can the general prac- 
titioner delegate certain phases of patient education to 
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competent members of health department or hospital 
staffs? 

Where group education in the fundamentals of 
diabetes has been provided by health departments, the 
prescription of recommended treatment regimens 
always has remained the responsibility of attending 
physicians. The only responsibility that practitioners 
have delegated has been the time-consuming task of 
telling patients in simple language what diabetes is all 
about. The result of this type of education can be the 
development of more cooperative, more conscientious, 
and therefore better-controlled patients (Figure 2). 


Tae Waywarp 


3. The problem of the “unknown” diabetic is 
matched by the problem of the “wayward” diabetic— 
the known diabetic who lapses from treatment. The 
general practitioner is responsible for seeking out 
these “wayward” diabetics and returning them to the 
medical fold. This can be trying and time-consuming. 

Would it be more logical for him to call on the local 
public health nurse to track down these “wayward” 
diabetics ? 

For many decades local public health nurses have 
assisted private physicians in providing follow-up 
services to patients who have lapsed from treatment for 
syphilis or tuberculosis. They have visited pregnant 
women who were under the care of private physicians. 

Now public health nurses are becoming increasingly 
available in many communities to provide follow-up 
services for physicians in the field of diabetes control. 
Already, they have proved expert in tactfully retriev- 
ing many “wayward” diabetes patients (Figwre 3). 


Delineation of Responsibilities 


These three ancillary services that potentially can be 
made available to general practitioners by state and 


local health departments can only be helpful first, if 
they exist, and second, if they are used. 

In some states and in some communities, where the 
intellectual climate has been favorable, all three of 
these types of service exist and are being used to assist 
physicians in identifying unknown diabetics and to 
bring “wayward” diabetics back to treatment. Much 
more needs to be done along these lines before the 
estimated million or more unknown diabetics can be 
identified and brought under treatment. The primary 
responsibility for diagnosing diabetes does not reside 
in health departments. This is the responsibility of 
private physicians. 

However, state and local health officers, as physi- 
cians to their communities, are responsible for iden- 
tifying existing health problems, including the pres- 
ence of diabetes, and for assigning the responsibility 
for correcting these community health problems to the 
proper groups in the community. 

In this frame of reference, private physicians in gen- 
eral and general practitioners in particular have a very 
definite responsibility to collect blood samples for 
blood sugar determinations from their adult patients, 
to promote and encourage state health department 
laboratories to provide diabetes blood-screening 
services, to use diabetes patient-education services 
that are available to them, and to call on’local public 
health nurses for help in following up “wayward” pa- 
tients. 

The early detection, diagnosis and treatment of 
diabetics depends then to a great degree upon the atti- 
tude of general practitioners toward diabetes and 
toward health departments. 

In those communities where active cooperation 
between general practitioners and health department 
staff members exists, much can be done to identify un- 
known diabetics and bring them under a physician’s 
care. 


BCG Vaccination 


AN AD HOC COMMITTEE of the Surgeon General of the United States Public Health Service 


has endorsed the idea that BCG vaccination against tuberculosis should be used in the fol- 


lowing groups: 


1. Physicians, medical students, and nurses who are exposed to tuberculosis. 
2. All hospital and laboratory personnel whose work exposes them to contact with the 


tubercle bacillus. 


3. Persons who are unavoidably exposed to infectious tuberculosis in the home. 

4. Patients and employees in mental hospitals, prisons, and other custodial institutions 
in which the incidence of tuberculosis is known to be high. 

5. Children and certain adults considered to have inferior resistance and living in com- 
munities in which the tuberculosis mortality rate is unusually high.— Science, 127 :1,230, 1958. 
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Varicose veins and stasis ulcers seldom occur together 
except in the postphlebitic leg. In the surgical treatment 

of varicose veins, the complete stripping operation has proved 
to be very effective in producing long-term satisfactory results. 
In the surgical treatment of stasis ulcer, shin grafting 

and complete surgical removal of incompetent superficial veins 
and perforators in conjunction with adequate elastic support 


have been effective measures. 


Surgical Treatment of Varicose Veins and Stasis Ulcers 


KARL A. 


LOFGREN, M.D. 


Section of Peripheral Vein Surgery 
Mayo Clinic and Mayo Foundation 


Rochester, Minnesota 


VaRICOSE VEINS and stasis ulcers are common problems 
that face the busy practitioner daily and that demand 
much time and effort in their treatment. At times they 
become important causes of chronic disability. Prompt 
and efficient treatment will often prevent loss of time 
and income by the afflicted patient. 

Both conditions are manifestations of chronic ve- 
nous insufficiency of the lower extremity, but they 
seldom occur together except in association with deep 
venous insufficiency (commonly termed the “post- 
phlebitic leg’’). 

Stasis ulcer is rarely a complication from primary 
varicose veins alone, but nearly always a complication 
from deep venous insufficiency. Secondary varicose 
veins frequently develop in the postphlebitic leg and 
then become an important predisposing factor for a 
stasis ulcer. The treatment of varicose veins and of 
stasis ulcers will be discussed separately for the sake 
of clarity. 


Varicose Veins 


For adequate understanding of chronic venous in- 
sufficiency and its complications, a basic knowledge 
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of the anatomy and physiology of the venous system 
in the lower extremity is essential. 


ANATOMIC ASPECTS 


The veins of the lower extremity may be divided 
arbitrarily into three groups: (1) the deep veins, which 
carry most of the blood from the lower extremity; 
(2) the superficial veins, including the greater and 
lesser saphenous veins with tributaries; and (3) the 
communicating veins (perforators), which join the 
superficial with the deep veins by perforating the deep 
fascial layer of the extremity. 

The deep veins lie in the muscular compartment 
which is enveloped by the deep fascial layer of the leg 
and thigh. They include all the tributaries that are 
within and from muscles, including the posterior and 
anterior tibial, the peroneal, the popliteal, the deep 
femoral, the superficial femoral and the common 
femoral veins. 

The superficial veins are situated between the deep 
fascial layer and the skin and therefore also have less 
enveloping support than the deep veins. The greater 
and lesser saphenous main channels pursue a fairly 
constant course, but their tributaries present wide- 
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spread anatomic variations that must be recognized 
accurately by the surgeon. 

The communicating veins (competent perforators) 
carry the venous blood from the superficial to the deep 
veins. Their size, number and distribution are variable 
from patient to patient, but their anatomic arrange- 
ment follows a constant pattern, as pointed out by 
Sherman and Myers. Incompetent perforators play a 
major role in the breakdown of superficial veins, and 
therefore they must be eliminated surgically. 

Valves, which usually are bicuspid, are present in 
all veins, though slightly variable in number. They 
are found just below the entrance of tributaries. Their 
function is to prevent reflux of the venous blood and 
to aid, in conjunction with the muscular contractions, 
in moving it toward the heart. The valves also protect 
the peripheral veins from sudden marked increases in 
pressure during straining or coughing. Their vital 
function is impeded or lost by pronounced dilatation 
of the vein which leads to separation of the cusps, or 
by the scarring of the cusps and vein wall that follows 
thrombophlebitis. Occasionally the valves are con- 
genitally weak or absent. 

The walls of the larger veins and main channels are 
elastic because of a few smooth muscle fibers in their 
media. The superficial tributaries are thinner walled 
and less elastic, and therefore tend to dilate, elongate 
and become more tortuous than the main channels, as 
seen at the time of operation for varicose veins. 


PuysioLoGic ASPECTS 


Normally, in the erect position the venous blood of 
the lower extremity is carried upward against the force 
of gravity primarily by the combined action of the 
muscles in the leg and of the valves in the veins. Com- 
pression of the veins by the calf muscles during walking 
forces the venous blood upward, while the valves 
prevent backflow. Impairment of the muscular action 
of the calf as seen in ankylosis of the ankle or knee 
joints, or destruction of the valves in the deep veins 
from phlebitis may cause failure of the so-called peri- 
pheral venous heart. Loss of elasticity of the vein wall 
also impairs this pump mechanism. 

Studies of venous pressure have revealed much in- 
formation about venous function in the lower ex- 
tremity. Normally, the pressure at rest in the upright 
position is equal to a column of blood extending verti- 
cally from the point of venipuncture to the right 
atrium. This is a hydrostatic pressure which is not 
affected by the state of the valves or muscles, whether 


Figure 1. Incompetent left greater saphenous system with secondary 
channels and incompetent perforators. a (above). Preoperative view. 
b Postoperative view. 
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normal or abnormal. During exercise, the compression 
of the muscles and the action of the valves normally 
produce a considerable drop in the pressure—down 
to a third or less of the pressure level at rest as re- 
corded in a superficial vein of the foot. In chronic 
venous insufficiency the pressure during exercise or 
walking drops proportionally less because the valves 
fail to function. Since the deep veins carry the bulk 
of the venous blood, it is not surprising that when they 
are incompetent the ambulatory pressure is affected 
the most and drops very little, if any. In primary 
varicose veins the ambulatory pressure is affected much 
less but still does not drop down entirely to a normal 
level. Adequate surgical treatment of primary varicose 
veins will help to restore the ambulatory pressure to a 
normal range. 

The superficial veins in their relatively unsupported 
position between the skin and deep fascia are more 
prone to dilate and distend from any increased intra- 
venous pressure such as that produced during normal 
coughing, straining or lifting. Excessive standing at 
rest also keeps the pressure within the veins high. 
**Varicose” means dilated. An inherent weakness in the 
walls is present in varicose veins. The deep veins, on 
the other hand, are less apt to overdistend in the 
muscular compartment encased by the deep fascia, but 
their walls and valves may suffer extensive damage from 
thrombophlebitis that often produces permanent in- 
sufficiency. In deep chronic venous insufficiency the 
abnormally high ambulatory pressure is transmitted 
from the deep veins to the communicating veins and 
thence to the superficial veins which then with time 
often distend, dilate and break down from the ankle 
upward as so-called secondary varicose veins. 

The normal equilibrium between the hydrostatic 
and osmotic pressures in the capillaries and tissue 
spaces is disturbed by the abnormally high ambulatory 
pressure associated with marked degrees of chronic 
venous insufficiency. The hydrostatic pressure is 
elevated, causing increased transudation of fluid into 
the tissue spaces. Edema is therefore often seen clin- 
ically with severe deep venous insufficiency. The 
edema deprives the skin and subcutaneous tissues of 
normal blood flow and nutrition. Atrophy of the skin, 
small petechial hemorrhages, pigmentation, indura- 
tion, cellulitis, dermatitis and stasis ulcer often follow 
as a sequence in deep venous insufficiency (the “post- 
phlebitic leg”). With primary varicose veins the stasis 
changes are similar though of a much milder degree. 


PREOPERATIVE DIAGNOSIS 


Every patient with varicose veins should be exam- 
ined carefully for evidence of any systemic disease or 
contraindicatory condition before surgical treatment 
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of the veins is advised. Close examination of the lower 
extremities will reveal much of the information neces- 
sary for the evaluation of the venous function. Varicose 
veins with large tortuous tributaries are usually de- 
tected without difficulty. Deep venous insufficiency 
is many times manifested by stasis changes in the dis- 
tal third of the leg and ankle that may include edema, 
stasis cyanosis of the skin, induration or stasis ulcer. 
An ancient iliofemoral phlebitis often leaves resiual 
dilated and tortuous veins in the suprapubic and lower 
abdominal areas. With primary varicose veins the 
breakdown usually begins above at the groin and 
spreads gradually downward, whereas with secondary 
varicose veins the process begins below at the ankle 
and with time spreads upward. Incompetent perfora- 
tors are found associated with large fascial defects and 
venous bulbs. In the differential diagnosis of varicose 
veins, such conditions as prominent normal superficial 
veins, dilated collateral superficial veins with as- 
sociated deep venous insufficiency, and congenital 
anomalies such as cavernous hemangiomas or arterio- 
venous fistulas should be considered. At times a large 
sacculated varix in the groin might be confused with 
a femoral hernia, or a venous aneurysm in the popliteal 
space with Baker’s cyst. 

Two simple clinical tests are helpful in making the 
diagnosis of incompetent superficial veins. The com- 
pression test, done with the patient standing, is used 
in tracing the course of the superficial veins and in 
detecting incompetent valves. If an impact can be 
transmitted downward by the compressing fingers of 
one hand to the palpating fingers of the other hand 
below (arbitrarily over a distance at least 20 cm.), the 
intervening vein is incompetent. In normal veins the 
competent valves would block and prevent the down- 
ward transmission of such an impact. The retrograde 
filling test (Brodie-Trendelenbuzg) demonstrates and 
confirms the presence of incompetent superficial veins 
by the retrograde filling of the empty veins on release 
of the tourniquet. In the use of this test for greater 
saphenous incompetency, the tourniquet is applied 
above knee-level after the veins have been emptied by 
elevation of the extremity, and is released after the 
patient has been standing for 20 seconds. The two 
tests are likewise applicable to lesser as well as great- 
er saphenous veins, except that the transmission of 
the downward impact and the retrograde filling orig- 
inate from the popliteal space instead of from the groin. 
When the superficial veins are thrombosed, are 
sclerosed, or lack elastic walls, these tests are much 
more difficult to use and interpret. The examiner may 
then have to be guided by such factors as the size of 
the varicosities, their anatomic relationship to stasis 
changes, their symptoms, past treatments. 
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Incompetent perforators must be suspected when- 
ever a large fascial defect can be palpated and it is as- 
sociated with a venous bulb. When large, they show 
retrograde filling after release of compression by the 
examiner’s finger. It is most important not to overlook 
them as they are important factors in recurrence if 
not removed. The sites at which they may occur follow 
aregular anatomic pattern. 


SURGICAL TREATMENT 


The aim of surgical treatment is to improve the al- 
ready impaired venous function in the lower extremity 
and to prevent possible stasis complications from 
chronic venous insufficiency. 

1. Indications. Surgical treatment is strongly recom- 
mended if the varicose veins are large, are sympto- 
matic with aching and heaviness, are becoming worse, 
or are associated with stasis complications. The com- 
plications include stasis dermatitis, superficial throm- 
bosis and spontaneous bleeding from a ruptured vein. 
They are all definitely benefited from surgical treat- 
ment. Removal of thrombosed varicose veins hastens 
the recovery and can be safely done within a few days 
after the onset of the superficial thrombophlebitis. 
Prophylactic surgical treatment is recommended for 
asymptomatic varicose veins to prevent further break- 
down of more superficial veins, particularly in a younger 
patient. Such treatment is often not advised for very 
elderly patients with small and asymptomatic varices. 

If the incompetent superficial veins are associated 
with deep venous insufficiency (postphlebitic syn- 
drome) and if they lead into and aggravate the zone 
of stasis around the lower part of the leg and the 
ankle, surgical removal of them has been found to be 
very effective in improving the local condition of the 
skin and subcutaneous tissues. This has been clearly 
demonstrated after operation by the lessening of stasis 
pigmentation and induration, by the relief of stasis 
dermatitis and by the better control of healed stasis 
ulcers. Since the deep venous insufficiency persists, 
adequate elastic support must always be used in the 
severe cases in spite of the fact that the previously 
associated incompetent superficial veins and _per- 
forators have been removed surgically. 

2. Anatomic Variations. A thorough knowledge of 
the variations in the superficial venous patterns of the 
lower extremity is essential for an operation to elimi- 
nate varicosities successfully. Every patient is different 
from every other patient, and the anatomic variations 
are numerous in the groin, in the secondary channels, 
in the “‘spill-over” distribution of one saphenous sys- 
tem into the other, and in the arrangement of per- 
forators. Only the main channels are fairly constant in 
their course. 
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The anatomic variations in the groin have been well 
described by Glasser. A large lateral femoral cutaneous 
tributary or an accessory saphenous vein may be con- 
fused with the main channel. Wide dissection of trib- 
utaries and ligation at the saphenofemoral juncture 
are necessary steps. Inadequate high ligations (usually 
too low) are a big factor in recurrence, as was noted in 
60 per cent of a recent series of 488 greater saphenous 
veins which represented surgical recurrence following 
high ligation. 

Secondary channels include lateral or medial fe- 
moral cutaneous tributaries in the thigh, reduplication 
of the main channel in the thigh or leg, or any parallel 
tributaries coursing down the medial, anterior or 
lateral aspects of the leg. One of these commonly 
courses down to the dorsum of the foot. Another one 
commonly courses down parailel and posterior to the 
main channel and connects with perforators over the 
distal inner third of the leg. All secondary channels 
must be recognized and removed completely for a 
lasting successful result (Figure 1a). 

A “spill-over” distribution from one saphenous sys- 
tem to the other is not uncommon (Figure 2). The 
importance of being familiar with this pattern is ap- 
parent if only one of the two systems is operated on. 


Figure 2a and b. A “‘spill-over’’ into the greater saphenous from the 
lesser saphenous system. 
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Failure to remove all incompetent veins leads to an 
early recurrence from persistent varicose veins. 

Incompetent perforators play a vital role whenever 
present. They are most prevalent in recurrent varicose 
veins and in the postphlebitic leg. Though their num- 
ber varies from patient to patient, their distribution 
follows a constant pattern. They are most common 
over the inner distal third of the leg, but they may 
occur almost anywhere from the foot to the groin. It 
must be emphasized that separate incisions must be 
made to ligate the perforators individually below the 
fascial level, for they do not “strip out” with the main 
saphenous channels. 

An infrequent type of perforator is the so-called 
isolated perforator which is found over the lateral or 
posterior aspect of the thigh and is entirely isolated 
from the two saphenous systems. It was found in only 
six of a series of 435 surgical patients (Figure 3). 

3. Technique. All incompetent superficial veins and 
perforators are accurately identified and marked by the 
surgeon with a dye solution (pyrogallic acid 5 Gm., 
acetone 50 cc., solution of ferric chloride 40 cc., ethyl 
alcohol to make 100 cc.) while the patient stands on a 
well-lighted table (Figure la). This marking is done 
on the day before operation. General anesthesia has 
proved to be most satisfactory for this extensive opera- 
tive procedure. For the greater saphenous system the 
operation includes the following steps: An adequate 
dissection of the groin, an incision on the inner dorsum 
of the foot, and insertion of the long, flexible intralu- 
minal stripper in the saphenous main channel from foot 
to groin, leaving it in as a landmark for later reference. 
Then an incision is made just below the inner part 
of the knee to expose and remove tributaries. Sep- 
arate incisions fare made as needed to strip out 
secondary channels with a small stripper and to dissect 
out directly any tortuous tributaries and plexuses. In- 
competent perforators are each ligated and resected. 
The ultimate goal is to remove completely all incom- 
petent superficial veins and perforators, large or small. 
After the lower extremities have been elevated with 
the aid of a special hinge-board underneath the mat- 
tress, the stripper in the main channel is gently pulled 
out. Complete hemostasis is maintained by not leaving 
behind any large, bleeding tributaries. The subcutane- 
ous fascial layer in the groin is closed with interrupt- 
ed plain catgut sutures and all skin incisions with 
interrupted vertical mattress sutures of silk. Sterile 
dressing, cotton pads and ace bandages are applied 
from foot to groin for elastic compression. For the 
lesser saphenous system the operation is done with 
the patient lying in a prone position, and the main 
channel is removed from the outer part of the ankle 
to the saphenopopliteal juncture instead. 
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cause superficial necrosis 


During the stay in the hospital the legs are kept 
elevated while the patient is in bed. Ambulation for 
an increasing number of short periods starts on the 
day following operation, and by the sixth or seventh 
day, the patient is ready to leave the hospital. ‘The 
skin sutures are removed on the seventh and ninth 
days (Figure 1b). Generally no injection therapy is 
required in the immediate postoperative period. It is 
most important that a regular follow-up program be 
carried out, for the varicose tendency is inherent and 
therefore needs to be checked periodically. After the 
complete stripping operation, follow-up treatment is 
usually minimal, and most patients require little or 
none. 

4, Surgical Complications. Surgical complications 
are fortunately extremely few. Minor complications 
include delayed healing of the incisions, occurrence of 
small hematomas in the wounds or in the stripped-out 
passages, superficial necrosis of the skin from trauma 
or pressure, secondary infection, and very occasionally 
lymphorrhea. Most of these minor complications can 
be prevented by meticulous attention to surgical tech- 
nique and gentle handling 
of the tissues during the 
operation. Hematomas may 
be avoided by dissecting 
out widely and ligating 
carefully all bleeding ves- 
sels and by extruding any 
accumulated blood from 
the wounds and stripped- 
out passages just prior to 
applying the dressings and 
elastic bandages. Necrosis 
of the skin edges can be 
avoided by less pressure 
from retractors and by less 
local trauma in suturing 
skin in stasis areas. Too 
much pressure from dress- 


ings and bandages may 


and can be avoided by fre- 
quent rebandaging. Infec- 
tion is not a big problem 
and is usually prevented by 
thorough scrubbing of the 
skin with soap and water 


Figure 3. An “‘isolated perforator’’ 
with associated tortuous veins down 
over the lateral aspect of the thigh. 
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prior to operation. With poorer skin and tissues, a 
change of dressings on the third or fourth day will 
often check any further progress of a potential infection 
ofa wound. Lymphorrhea occurs occasionally from in- 
cisions in the groin as well as from those in the leg. 
Less surgical trauma to the lymph nodes and vessels 
during dissection of the groin is probably the best pre- 
ventive measure. Elevation of the limbs in bed, proper 
application of elastic bandages, and periodic change of 
dressings during the postoperative period all help in 
the prevention of these minor complications. 

Major complications include deep thrombophlebitis 
and pulmonary embolism. They are very rare following 
operations for varicose veins. The elevated position 
and frequent active exercise of the limbs in bed are un- 
doubtedly helpful preventive measures. Deep throm- 
bosis occurred in only four of 1,189 operations for 
varicose veins at the Mayo Clinic, an incidence of 0.3 
per cent. Pulmonary embolism occurred in three of 
this group, an incidence of 0.2 per cent. During a pe- 
riod of ten years there was one case of fatal pulmonary 
embolism. 

Accidental damage to the femoral vessels can usually 
be attributed to inexperience and lack of training in 
the surgical treatment of varicose veins. Damage to the 
femoral vein may not only cause excessive blood loss 
but also necessitate ligation of the vein with subse- 
quent edema and deep venous insufficiency of the 
limb. Damage to the femoral artery is most serious and 
has been known to cause loss of the leg. 

The incidence of all complications may be kept ex- 
ttemely low by proper precautions. The complete sur- 
gical removal of all incompetent superficial veins under 
general anesthesia is a major operative procedure that 
demands adequate surgical training and experience. 

5. Reasons for Unsatisfactory Results. Unsatisfactory 
fesults are usually due to an incomplete operation, an 
Miproper diagnosis, or both. The operation is incom- 
plete if the ligation above is inadequately done, if the 
Main channel is not completely removed, if any second- 
ay channels are not taken out, or if any incompetent 
Petforators are not properly resected. An improper 
Magnosis is often the reason for an incomplete oper- 
ition. Obviously a proper diagnosis with a correct 
appraisal of the venous pattern is a prerequisite for a 
fomplete and effective operation. The surgical treat- 
Ment of varicose veins demands much time, patience 
aid persistence from the surgeon, but the gratifying 
Mesults are more than adequate compensation for all 
MS painstaking efforts. : 

6. Appraisal of Surgical Results. In a previous study 
8711 patients who underwent complete stripping for 
Maticos: veins during the period 1947 through 1951 at 
the Mavo Clinic, it was found that after complete strip- 
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Figure 4. Large stasis ulcer associated with severe chronic deep venous 
insufficiency of the leg. a (above). Preoperative view. b (below). Post- 
operative view showing split-thickness skin graft. 


ping, 94 per cent of the patients had excellent or good 
results, 5 per cent fair results, and 1 per cent poor re- 
sults. After partial stripping (from groin to knee-level 
only), only 57 per cent had excellent or good results, 
30 per cent fair results, and 13 per cent poor results. 
The average follow-up period for this group was 25 
months. These observations indicate that the more 
complete the operation is, the more satisfactory are 
the results. 

In a more recent study in which the results from 
high ligation performed in 1940 were compared with 
the results from complete stripping done in 1950, the 
following facts were noted. Five or more years after 
operation, only 40 per cent of 140 limbs that under- 
went high ligation remained in a satisfactory (excellent 
or good) condition, whereas 94 per cent of the 128 


125 


Ons 
ally 
| 

| 
| 

ar 
| 
= | 


limbs that had undergone complete stripping main- 
tained a satisfactory result. Surgical recurrence of 
varicose veins had developed in 36 per cent of the 
limbs subjected to high ligation only, but in none of 
those subjected to complete stripping. This compara- 
tive study furnishes further strong evidence of the 
superiority and effectiveness of the complete stripping 
operation in producing long-term satisfactory results. 

To date we have carried out approximately 7,000 
stripping operations at the clinic. My observations dur- 
ing the past nine years have convinced me that this is 
the procedure of choice in the surgical management of 
varicose veins. It must be emphasized, however, that 
complete removal of all incompetent superficial veins 
and perforators is essential for a long-term satisfactory 
result. 


Surgical Treatment of Stasis Ulcers 


In general, the treatment of a stasis ulcer depends on 
its size and its association with incompetent veins. The 
lesion must be differentiated from ischemic ulcer, 
traumatic ulcer and inflammatory ulcer since the treat- 
ment and course vary with the condition. A small 
stasis ulcer will heal spontaneously in a brief time if the 
leg is elevated in bed or if the patient wears proper 
support such as the elastoplast boot. A large ulcer will 
require too much time and therefore should be skin 
grafted. A split-thickness skin graft takes well, pro- 
vided the bed of the ulcer is clean, the granulations 
healthy and the local blood supply adequate. Many 
times, an incompetent perforator is situated just above 
the ulcer. If incompetent perforators or superficial 


veins are present, they are removed during the same 
operation, prior to skin grafting. 

After the edges and exuberant granulations |iave 
been carefully excised and after a perfectly dry field 
has been obtained, the split-thickness graft is ap)lied 
over the ulcer and held in place with a moist pressure 
dressing. Thrombin solution is often helpful in stop- 
ping any capillary oozing from the ulcer bed. The 
underlying deep fascia is not excised. Sutures are not 
necessary to hold the graft in position. The graft is 
usually obtained from the anterior aspect of the thigh 
with an electrodermatome. In order for the graft to 
take firmly, the patient is kept in bed for a minimum 
of two weeks (Figure 4a and b). 

Since chronic deep venous insufficiency is almost 
always associated with the stasis ulcer, adequate elastic 
support must be applied to the leg and maintained 
whenever the patient is up. A foam-rubber pad and 
two heavy elastic ace bandages have been found satis- 
factory in severe cases of deep venous insufficiency, 
while a heavy elastic stocking has been found adequate 
in milder cases. Periodic elevation of the legs, as well as 
adequate support, helps prevent the edema which 
otherwise interferes with the local blood supply and 
nutrition, and thus predisposes to recurrence of 
the ulcer. 

The combination of skin grafting, complete removal 
of all incompetent superficial veins and perforators, and 
application of adequate elastic support has been effec- 
tive in the management of large stasis ulcers. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or wear the Index to Advertisers. 


Facts about Obesity 


SuiGHT (unnoticed) lessening 
of physical activity may ac- 
count for a gain in weight if 
food intake remains the same. 
For example, a typist whose 
manual typewriter is replaced 
by an electrical machine there- 


fore “saves” about 450 calories 
a week, and gains weight ac- 


cordingly. 


(From “Metabolic Demands as a Factor in Weight Control” by Pollack, Consolazio & Isaac, JAMA, 167: 216, 1958.) 
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The American Hospital Association’s Committee on 
Infections Within Hosfrtals is charged with the re- 
sponsibility of recommending to the parent organiza- 
tion policies and programs on the prevention and 
control of all infections within hospitals. Here is the 
committee ’s most recent report, a study of the staphy- 
lococcus danger within hospitals. The report was 
distributed to hospitals by Dr. Edwin L. Crosby, 

AHA director. 


Knowledge of Current Situation 


1. It is clear that throughout the world, in spite of 
the enormous success of antibiotics (and, as will be 
mentioned below, to some extent because of this suc- 
cess) there remains an important problem of infections, 
aproblem of special significance for hospitals. This re- 
port is concerned with such infections, particularly 
those caused by the coagulase-producing strains of 
Staphylococcus aureus hemolyticus. The most obvious 
examples are impetigo and more severe infections in 
children, puerperal mastitis in recently delivered wom- 
en, burn and postoperative wound infections and 
pneumonia in debilitated patients. The staphylococcus 
may also be responsible for osteomyelitis, meningitis, 
septicemias, empyemas, boils and abscesses, otitis 
media, paronychiae, etc. 

Disease-producing staphylococci frequently implant 
in the nasopharynx without overt disease, thus pro- 
ducing carriers. Indeed, the staphylococcus carrier- 
rate is a good index of the level of contamination of the 
environment. 

2. Many hospitals have a serious problemwith staphy- 
lococcus infections, and all hospitals have a potential 
problem. Information is inadequate as to the incidence 
of staphylococcus infections which are acquired in 
hospitals, but there is evidence that the number of such 
infections is increasing. 

3. There appear to be innumerable strains of staphy- 
loeoccus capable of producing infections. Many of 
these staphylococci are susceptible to antibiotics. Some 
are not. Infections with antibiotic-resistant staphy- 
loeocci constitute the main difficulty. Hospitals are 
clearly the reservoir of most antibiotic-resistant strains. 
Strains from the community at large are predominant- 
ly sensitive to antibiotics. The strains carried by pa- 
tients on admission are less frequently resistant than 
strains which are acquired in hospitals. Patients who 
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Prevention and Control 


in: Hospitals 


acquire these infections in the hospital are potential 
spreaders of resistant strains to the community after 
discharge. One of the major factors in the current situ- 
ation is the widespread use of antibiotics which elimi- 
nates susceptible strains of staphylococcus and leaves 
uncontrolled the resistant strains. (It is not known 
whether resistant strains of this organism actually ac- 
quire resistance after exposure to the antibiotics, or 
are resistant to begin with and are simply unmasked 
by the suppression of susceptible strains—although 
the latter is thought to be the case. From a practical 
point of view it does not matter which theory is cor- 
rect.) 

4. Certain factors frequently found in hospitalization 
appear to make patients more likely to acquire such 
staphylococcus infections: (a) Routine indiscriminate 
use of antibiotics, especially for “prophylaxis”; (b) 
long hospital stay; (c) contact, direct and indirect, 
with infected hospital patients, staff members or per- 
sonnel; (d) crowding and inadequacy of facilities; (e) 
prolonged operative procedures; (f) prolonged use of 
continuous parenteral therapy through venipunctures 
or indwelling plastic tubing. 

5. Certain factors in the host (patient) appear to in- 
crease susceptibility to infection: (a) Treatment with 
adrenocortical steroids; (b) physical debility; (c) 
chronic disease; (d) prematurity; (e) diabetes; (f) bed 
sores; (g) open wounds or breaks in the skin; (h) 
chronic pulmonary disease. 

6. Danger of infection seems to be especially great 
from direct exposure to people infected with the 
staphylococcus, although exposure to the same or- 
ganisms in or on contaminated equipment, supplies, 
dressings, air, dust, wall or floor surfaces, linens, etc., 
may be equally as important. The physician, nurse or 
other attendant with a boil, paronychia, abscess or 
nasopharyngeal infection with a virulent strain is 
particularly hazardous. 
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Recommendations 
1. All hospitals should establish Committees on In- 
fections to devote particular attention to infections 
which are acquired in hospitals so they may be re- 
duced to the lowest possible minimum. (The Joint 
Commission on Accreditation of Hospitals is being 
asked to consider the establishment of a Committee 
on Infections as a major factor in the accreditation of 
a hospital.) 
A. It is suggested that the Committee on Infections 
include, where possible, a bacteriologist, a pedia- 
trician, a surgeon, an internist, a nurse and a 
hospital administrator. The local health officer 
should be urged to serve as a consultant to the com- 
mittee. The committee should report periodically 
to the executive committee of the medical staff. 
B. The functions of the Committee on Infections 
should include at least the following: 
1. To establish a system of reporting infections 
among patients and personnel, sucha system being 
essential to a proper understanding of infections 
which are acquired in hospitals. The committee 
should have access to all reports of infections 
anywhere in the hospital. 
2. To keep records of infections as a basis for the 
study of their sources and for recommendations 
regarding remedial measures. 
3. To distinguish to the best of its ability between 
infections acquired in the hospital and those 
acquired outside. 
4. To review the hospital’s bacteriologic services 
to make sure that such services are of high quality 
and are accessible either in the hospital itself or in 
an outside laboratory. Bacteriophage typing, if 
not available in the hospital, may be sought, as 
needed, through official local and state health 
agencies. 
5. To review aseptic techniques employed in op- 
erating rooms, delivery rooms, nurseries, and in 
the treatment of all patients with infections and, if 
indicated, to recommend methods to improve 
these techniques and their enforcement. 
6. To make vigorous efforts to reduce to the mini- 
mum consistent with adequate patient care: 
(a) Use of antibiotics, especially as “prophy- 
laxis” in clean, elective surgery. 
(b) Treatment with adrenocortical steroids. 
7. To undertake an educational program to con- 
vince medical staff and hospital employees of the 
importance of reporting to responsible author- 
ities when they have skin infections, boils, acute 
upper respiratory infections and the like. 
8. To establish techniques for discovering in- 
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fections which do not become manifest until ater 
discharge from the hospital, it being known that 
such infections are often overlooked because they 
may not be apparent until several weeks after the 
patient has left the hospital. Two approaches to 
discovering such infections are suggested: 
(a) An attempt to trace the source of any in- 
fection with which a patient may be admitted, 
For example, if an infant is admitted with 
staphylococcal pneumonia or a recently de- 
livered mother with mastitis, the hospital where 
delivery occurred should be determined and 
informed of the infection so that it can seek 
possible sources of infection. 
(b) Periodic telephone polls on a random sam- 
ple of discharged patients (particularly recently 
delivered mothers, newborns and_ postopera- 
tive patients) to ascertain their state of health 
and, in case of any indication of infection, to 
follow them up. Such surveys have proved quite 
simple and quite valuable. A detailed account 
of the method is given by Ravenholt and others 
in the October 1956 issue of the American 
Journal of Public Health. 


Il. Hospital administration should undertake the 
following measures to assist in the control of infections: 


A. Diligent maintenance of the general cleanliness 
of all areas in the hospital, not simply in those as- 
sociated with operating rooms, delivery rooms and 
nurseries. Other possible sources, such as dust, air 
pollution (special attention should be given to 
ventilating and air-conditioning systems and their 
filters), and floors must also be considered as po- 
tentially important factors in the spread of infection. 
There should be regular inspections of the hospital 
for general cleanliness. 

B. Special studies among staff and personnel to 
uncover silent carriers of staphylococcus, especially 
in epidemic situations accompanied by repeated 
cases traceable to the same organism. 

C. Appropriate measures for the treatment of all 
carriers who persistently show heavy growth of 
epidemic strains of staphylococcus in nasopharyt- 
geal cultures or who are identified by epidemiologic 
evidence. 

D. Transfer of such carriers and personnel with 
skin infections, boils, acute upper respiratory m™- 
fections, and the like from locations such as oper 
ating rooms, delivery rooms, food-handling pos 
tions and nurseries to other duty stations in the 
hospital. Usually such transfers have proved to be 
sufficient to control the problem, but occasionally 
leave of absence for a persistent carrier has been 
necessary. 
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Wl. Hospitals should initiate or participate in com- 
munity programs to control infection through cooper- 
ation with other hospitals, local medical societies, local 
health departments and other groups. 

General Comment 


1, Occasionally, an entire hospital, a whole commun- 


ity or a large area seems to become subject to an epi- 
demic strain of staphylococcus. Why this occurs is not 
known. Its occurrence, however, points up the need 
for more genera! recognition and study of staphylo- 
coccus infections. 

2, Among the agencies from which consultation and 


assistance concerning infection problems may be ° 


sought are the following: 

(a) The American Hospital Association, the Ameri- 
can College of Surgeons and the American Acade- 
my of Pediatrics (especially for newborn infants) 
which will furnish upon request the names of suit- 
able consultants. 

(b) Local and state health departments which, in 
many instances, have experts on their staffs. 


(ce) The Communicable Disease Center of the U. S. 


Public Health Service, Atlanta, Georgia, whose 
assistance may be obtained through local and state 
health departments. 


3. Valuable background information and discussion 
about the infection problem can be found in: 


(a) Conference on Staphylococcal Infections. (Sym- 
posium) Journal of the American Medical Association , 
166: 1,177-1,203, March 8, 1958 : (Editorial, p. 1205.) 
(b) Observations Relative to the Nature and Control 
of Epidemic Staphylococcal Disease. F. H. Went- 
worth and others. American Journal of Public 
Health, 48: 287-298, March 1958. 

(c) New York (State) Department of Health Guide 
for the Prevention and Control of Infections in 
Hospitals. Albany; 56p. illust. 1957. 

(d) New York Academy of Science. Staphylococcal 
infections: A symposium. The New York Academy, 
1956. 57-246 p. illust., tables. (Annals of the New 
York Academy of Sciences, 65: 57-246.) 

(e) The Problem of Postoperative Wound Infection 
and its Significance. W. A. Altemeier. Annals of 
Surgery, 147: 770, 1958. 


- HOW TO EXPLAIN TO PATIENTS... 


About Digitalization 


_ Tue wea of digitalization and a maintenance dose of digitalis is a difficult concept for some patients to grasp. 
__ I demonstrate this to them by partially opening the drain in my office sink and turning both faucets on full 
blast. When the sink is almost full, I reduce the inflow of water to where it just equals the amount draining 
out so that the water remains at the same level in the sink. I tell the patient that the water coming in at full 
__ force is analogous to the large amount of digitalis that will be taken during the first few days the drug is used. 
__ This, I explain, is for the purpose of getting a full effect from the drug. Then I point out that the maintenance 
__ dose of digitalis is like the slower flow of water used to maintain a level in the sink. It is easy for the patient 
- to understand the necessity of continuing that daily maintenance dose because he sees what happens to the 
_ water level in the sink when the faucet is shut off completely —L. P. Carmicuart, M.D., Miami, Fla. 
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Treatment of Acne Vulgaris 


KENNETH W. JAMES, 


Ann Arbor, Michigan 


THE MANAGEMENT of the patient with acne vulgaris is 
one of the most perplexing and challenging problems 
that the general practitioner encounters daily. The 
disease itself was poorly understood in the past and 
much of the treatment was accordingly empirical. 
More recent investigation has shed considerable light 
on the pathophysiology of the disease. Unfortunately, 
like the peptic ulcer, many questions remain unan- 
swered. 

Perhaps more unfortunate is the fact that there is no 
specific cure for the disease and treatment continues 
to be palliative. This does not mean that we should 
adopt a defeatist attitude, since the acne patient can be 
helped considerably with judicious treatment. The 
prime purpose of all acne therapy is to attempt to 
shorten the course of the disease and to prevent undue 
and unnecessary scarring. 

The treatment of any disease can only be carried out 
with confidence, competence and enthusiasm when the 
physician has a clear understanding of the basic physi- 
ology and pathology. Because acne so characteristically 
begins at puberty (indeed it is described as the stigma 
of the adolescent), it has been too often regarded as a 
normal physiologic process. While it is true that 
naturally occurring hormonal changes affect the seba- 
ceous glands, providing a fertile soil for the develop- 
ment of acne, the development of the comedone, papule, 
7 and cyst must be regarded as specifically path- 
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well-known medical faculty prepare articles 
for this regular GP department. 
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from the University of Michigan. 


Practical Therapeutics 


Pathophysiology 


Reviewing the basic pathophysiology in acne vulgaris 
is no simple task, because there are multiple factors 
involved, and many of these cannot be correlated. The 
shock organ of acne is the pilosebaceous apparatus, the 
plugging of which represent the initial and foremost 
event in the pathogenesis of the disease. The normal 
apparatus consists of a hair follicle containing a healthy 
hair, which may be either coarse or lanugo, and an 
attached sebaceous gland. 

When functioning properly, sebum produced by 
the sebaceous gland flows along the sebaceous duct, 
enters the neck of the hair follicle and then appears on 
the skin surface. Many believe that proper drainage of 
sebum is facilitated by the presence of the hair. The 
normal flow of sebum may be impaired, with resultant 
plugging of the pilosebaceous apparatus in one of the 
following ways: 

1. Loss of the hair from the follicle (loss of the drain) 

2. Plugging of the follicular orifice by keratin 

3. Hypertrophy of the gland with relative insuffi- 
ciency of drainage 

With the onset of puberty, many of the above 
mechanisms come into play. In the male, with in- 
creased testosterone production, hypertrophy of the 
sebaceous glands occurs. Likewise, many of the lanugo 
hairs are shed, and in those individuals hereditarily 
predisposed, the follicular orifice is often plugged with 
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Figure 1. Relation of acne to sebaceous gland physiology. 


keratin. In the female, the production of progesterone 
is apparently responsible for similar effects. 

The clinical manifestation of the plugged piloseba- 
ceous apparatus is a mass of keratin and sebum referred 
to as the comedo or blackhead. Through as yet de- 
batable mechanisms, a perifollicular inflammation oc- 
curs with the formation of a papule. With secondary 
infection, a pustule develops, and with more severe 
necrosis, a cystic lesion is formed. Depending upon 
the degree of inflammation and the severity of tissue 
destruction, the end result is the formation of scar 
tissue manifested by the pox-like or ice-pick-type scars. 


HoRMONAL INFLUENCES 


It has been well established that testosterone and 
progesterone are the hormones involved in the dyna- 
mic changes that occur in the sebaceous glands at 
puberty. The relationship of acne to sebaceous gland 
physiology is well reflected in Figure 1. Sebum levels 
are shown to reach a peak during early infancy and at 
puberty. Comedones are strikingly prevalent during 
both of these age periods. Exactly why the teenager 
should go on to develop papules and pustules is not 
entirely known, but hereditary predisposition would 
appear to be important. 

_ Other evidence of the role of hormones in the pro- 
duction of acne includes the observations that (1) pre- 
pubertal castrate and eunuchoid males do not develop 
acne unless they are given testosterone, and (2) testos- 
terone employed therapeutically in adult males and 
females will often result in the production of acne. 
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Similar conclusions have been reached regarding the 
role of progesterone in the production of acne in the 
female. 

The logical inference would be that estrogens in 
adequate dosages would counteract the action of 
testosterone and progesterone. Unfortunately, in some, 
such large dosages would be necessary that this spe- 
cific type of therapy would be dangerous or impractical. 
The therapy of acne therefore remains largely sympto- 
matic, and is directed toward relieving already existing 
lesions and rendering the soil unfavorable for the 
development of new lesions. 


Clinical Features 


At least 70 to 75 per cent of both sexes show some 
evidence of acne at the age of puberty, with the sex 
incidence being approximately 1 to 1. The age of om 
set occurs earlier in the female, which correlates with 
the earlier onset of puberty. Once acne has made it 
appearance, it may persist for a variable period of 
time, usually extending through most of the teenage 
period but sometimes lasting until the late thirties. 
There are no absolute criteria for predicting the course 
in any given individual. In many, the lesions are 9 
minimal and transitory as not to be really troublesome. 
In the more unfortunate, the lesions are more wide 
spread, severe and frustrating. In general, the more 
severe the acne, the longer its duration. 

As stated previously, the primary lesion of acne 
vulgaris is the comedone, and with further activity, 
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the papule, pustule and cyst are formed. Classically, 
the acne lesions are distributed about the facial area, 
but in the more severe cases may involve the upper 
part of the back and chest. These areas have the 
largest sebaceous glands. 

It is convenient to grade acne from Grade 1 through 
Grade 4 for descriptive purposes, and as a guide to 
determine the extent of therapy. Grade 1 acne is the 
simple noninflammatory type which is manifested by 


Figure 2b. Grade 2 Acne 


comedones and a few papules. This type is usually 
localized to the forehead, nose, inner cheeks and chin 
areas. Grade 2 acne shows comedones, papules and a 
few pustules in a distribution similar to Grade 1. 
Grade 3 acne shows more exaggerated changes of the 
previous grades, with large inflammatory papules, 
pustules and a few large cystic lesions. When this 
severe, the acne usually involves the entire forehead, 
face, neck, chest and back. Grade 4 acne is an exag- 


Figure 2a. Grade I Acne ae 
a Figure 2c. Grade 3 Acne’ Figure 2d. Grade 4 Acne 
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geration of Grade 3 acne but cystic lesions, many of 
which are confluent, predominate. There is usually 
widespread involvement of the upper half of the body 
(Figure 2a, b, c, d). 

Scarring usually occurs and is often prominent in 
the Grade 3 and Grade 4 acne. Likewise, secondary 
bacterial infection is a more frequent complication in 
these types and may be associated with systemic symp- 
toms. Many bacteria have been recovered from the 
infected lesions, with the coagulase-positive staphylo- 
cocci being most frequently found. The role that the 
normal resident of the skin, Propionibacterium acnes, 
plays in the development of acne lesions is completely 
unknown but is believed to be negligible. 

Concomitant with the development of acne, sebor- 
thea of the scalp is a frequent occurrence, in either 
the dry scaling form (common dandruff) or a marked 
oiliness (seborrhea oleosa). An abnormal oiliness of 
the facial skin may also occur and is usually most 
noticeable in the Grade 3 and Grade 4 types of acne. 
Although the exact pathophysiology of the seborrhea 
is obscure, the causative factors of acne vulgaris are 
believed to be related to its development. 


DIFFERENTIAL DIAGNOSIS 


The majority of papulo-pustular eruptions which 
appear primarily on the face, back and chest of the 
adolescent are acne vulgaris, but the possibility of a 
drug eruption should always be considered. The most 
commonly encountered drugs causing an acne-like 
eruption are: Tridione, iodides, bromides and the 
ACTH-cortisone group. Tridione, used in the treat- 
ment of epilepsy, may cause an eruption indistinguish- 
able from acne vulgaris. The iodides and bromides 
generally provoke a highly inflammatory papulo-pustu- 
_ lar eruption without the formation of comedones. 
ACTH and cortisone produce an eruption character- 
ized by follicular hyperkeratosis, but different from 
juvenile acne in that the usual seborrhea and comedones 
are lacking. The eruption should improve upon with- 
drawal of these suspected drugs. People exposed to 
chlorinated hydrocarbons in their occupations—ma- 
chinists, refinery workers and chemists—may develop 
a comedone eruption or a folliculitis. Use of protective 
clothing and other protective measures to minimize 
contact with the offending chemical will cause subsid- 
ence of the eruption. A careful history and a constant 
awareness of other causes of an acne eruption will usu- 
ally uncover the causative agent. 


Treatment 


In any disease in which there is no specific cure, 
methods of treatment are exceedingly numerous, and 
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acne vulgaris is no exception. Each method has its 
followers among the medical profession but all are 
directed toward the prevention, relief and reduction 
of (1) follicular plugging; (2) secondary infection ; (3) 
acneogenic stimuli (dietary, hormonal) ; (4) post-acne 
scarring. 


Tue INTERVIEW 


The importance of the initial impressions gained by 
the patient at the time of the first visit cannot be over- 
stressed. The tendency to belittle the patient’s acne 
as just part of the growing-up process is to be con- 
demned. Without the proper attitude and patience of 
the physician, little may be gained from any form of 
therapy. This is the time to replace common miscon- 
ceptions with a fundamental understanding of the 
nature and course of the disease. It should also be 
made clear that there are no quick or easy paths to 
satisfactory improvement. The patient should also real- 
ize that most often the benefits of treatment are directly 
related to his faithfulness in carrying out the pre- 
scribed regimen. 

The physician should inquire into factors contrib- 
uting to the acne problem, such as dietary aggravation, 
seasonal variation and menstrual relationship. At the 
same time, the general health of the patient should be 
evaluated, and any associated conditions, such as an 
anemia or a focus of infection, should be corrected. 


ELIMINATION OF PuysICcAL TRAUMA 


It is hardly necessary to state that trauma of any 
kind may exacerbate inflammatory acne lesions. The 
conscious or subconscious habit of pinching or squeez- 
ing of the lesions is the most important factor here. 
Most patients are guilty of these acts to some degree. 
Obviously, such a habit needs to be clearly and firmly 
discouraged. 

Strenuous physical activity associated with marked 
sweating is commonly followed by an exacerbation of 
acne and should therefore be limited. It is also impor- 
tant for the patient to realize that many types of emo- 
tionally laden situations may be followed by definite 
flares. Without this knowledge, too many patients 
interpret these flares as direct evidence of therapeutic 
failure and abandon further treatment. 


Topicat TREATMENT 
Cleansing of the Skin. There are times, particularly 


in Grade 1 acne, when the proper use of soap and hot 
water alone will produce definite improvement. Ofal 
topical measures, the use of soap and water is perhaps 
the most important and should be the cornerstone of 
all acne therapy. Frequent and thorough washing a 


complishes the removal of follicular plugs and ¢e- 
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creases the accumulated surface fatty layer, thereby 
promoting the free flow of sebum. 

Occasionally, ordinary soaps are effective in this 
regard, but more often it is necessary to utilize one of 
the more drying, detergent soaps. There are several 
proprietary cake or liquid soaps available for this 
purpose. The addition of 3 per cent hexachlorophene 
enables one at the same time to reduce the bacterial 
flora of the involved areas. 

In general, it is recommended that the patient scrub 
the face for a three- to five-minute period at least four 
times daily, using the prescribed soap with a washcloth 
or complexion brush. There is considerable variation 
in skin tolerance to such washings, and individual ad- 
justment may be required to prevent undue irritation 
of the skin. 

Peeling and Drying of the Skin. Keratolytic agents 
have been used for years to peel the skin, with the 
hope of unplugging the obstructed pilosebaceous appa- 
ratus,-and to decrease any excessive oily seborrhea. 
Sulfur, resorcin and salicylic acid in topical medica- 
tions have not lost their favor. All act as keratolytic 
agents and sulfur also seems to inhibit the production 
of sebum. 

Sulfur is most often used in a concentration of 5 
per cent (with a range of 2 to 15 per cent), resorcin in 
a concentration of 3 per cent (with a range of 1 to 8 
per cent) and salicylic acid in a.concentration of 1 
per cent (with a range of 4 to 2 per cent). The vehicle 
used to incorporate these agents is usually a lotion, 
but a paste or water washable type of base may be em- 
ployed. An alcoholic lotion is often desired because of 
its astringent, bactericidal effects and ease of applica- 
tion. An inert oil (petrolatum) or water-in-oil-type 
vehicle should not be used since iatrogenic plugging 
of the pilosebaceous apparatus may occur. 

The desired result is the production of slight drying 
and continued peeling of the skin surface. This should 
not be so severe as to cause the patient to be uncom- 
fortable or physically embarrassed. There are many ex- 
cellent proprietary preparations available. However, 
the custom prescriptions have greater advantages in 
that they can be tailored to meet the needs of the 
individual patient. Such may be the case, for example, 
in Grade 4 acne or during hot humid weather, when 
the physician must increase the concentration of the 
keratolytic agents to produce the desired peeling effect. 
Likewise, stronger preparations are usually prescribed 
for bedtime usage because of the need for prolonged 
therapy during the sleeping hours. In those patients 
who are unable to tolerate even the mildest prepara- 
lion, an interrupted dosage may be employed—for 
example, once daily instead of twice daily or every 
other night instead of nightly. It would be impossible 
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to list the many topical preparations but we shall list 
those commonly used with benefit. 
1. Resorcin 2-6% 
Precipitated sulfur 3-10% 
In water washable base or a lotion. 

This preparation is most frequently used one to two 
times daily. Since it is difficult to predict what strength 
the individual patient will tolerate, it is best to begin 
with a weaker concentration and increase the amount 
of resorcin and sulfur as necessary to achieve the 
desired result. 

2. S.A. R. 
Resorcin 5% 
Salicylic acid 4-1% 
In 70% isopropyl] alcohol. 

This preparation combines many advantageous 
properties as well as being colorless. It is usually well 
tolerated two to three times daily. 

3. Lotio Alba 
Zinc sulfate 4% 
Sulfurated potash 4% 
In distilled water. 

This preparation is most often applied at night. 
With the more severe type of involvement, double or 
even triple strength lotio alba may be required. This 
Jotion should be freshly prepared, and accordingly not 
prescribed in amounts greater than 2 to 4ounces. 

4. Kaolin 10% 
Sulfur 10% 
In zinc oxide paste. 

This is a heavy preparation most often reserved for 
night use and is preferred by some patients over the 
lotio alba. 

Topical Antibiotics. The topical application of an 
antibiotic cream, such as neomycin-bacitracin, is some- 
times helpful in controlling the development of in- 
fected lesions. Similarly, the application of neomycin 
with hydrocortisone is of value in localized areas of 
marked inflammation. 

Compresses. In Grade 3 and Grade 4 acne, one of 
the most effective and valuable adjuvants is the use of 
hot compresses of Vleminckx’s solution. This is a 
sulfurated lime solution which releases hydrogen sul- 
fide, thereby facilitating drainage and resolution of 
lesions. This is usually prepared by dissolving one to 
three teaspoonfuls in a glass of hot water, and is then 
applied with successive hot compresses for 15 to 30 
minutes at night. Although it will blacken jewelry and 
its odor is disagreeable, most patients will tolerate its 
use. 


MECHANICAL AND SURGICAL THERAPY 


The mechanical removal of comedones using a 
comedo-extractor is of very definite benefit. This pro- 
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cedure supplements topical therapy by removing the 
primary irritative lesions, hence preventing the de- 
velopment of pustules and larger cystic lesions. It is 
best to perform this procedure at regular weekly inter- 
vals, particularly during the early phase of treatment. 
Removal of the comedones is facilitated by the appli- 
cation of a hot, moist towel 15 minutes prior to the 
actual extractions. If the plugs cannot be removed by 
moderate pressure, further attempts are not advised at 
that time and indeed may be injurious. A parent may 
adequately perform this procedure at home provided 
proper instructions are given in the use of the comedo- 
extractor. 

When to incise and drain pustular or cystic lesions 
is a matter of experience. Generally, if a lesion is 
fluctuant and the infection superficial, incision will 
promote more rapid healing and limit scarring. A 
small stab incision with a pointed Bard Parker blade 
along the lines of cleavage, and expression of the con- 
tents of the lesion, is usually sufficient. The interior of 
cysts may be curetted, cauterized or electrocoagulated, 
when preceded by a local anesthetic. In cases of the 
severe, extensive Grade 4 acne, it may be necessary to 
use a general anesthetic so that more extensive surgical 
incision of the cysts and sinus tracts may be performed. 


ANTIBACTERIAL THERAPY 


Because of the frequency of secondarily infected 
lesions, systemic antibacterial therapy has some im- 
portance. Even though appropriate incision and drain- 
age of such lesions is extremely helpful, it is rarely 
possible to accomplish adequate drainage in all the 
infected areas. 

Systemic antibacterial therapy has greatest useful- 
ness in Grade 3 and Grade 4 types of acne. Once 
therapy has been instituted, marked improvement of 
the infectious element may be evident within a few 
days. However, if treatment is then discontinued, there 
may be prompt recurrence of inflammatory and infec- 
tious lesions. It is usually necessary to maintain this 
type of therapy for at least two to four weeks and some- 
times considerably longer. 

The sulfonamides are useful and economical for this 
type of management in most patients. They are usually 
given in a dosage of 4 Gm. daily for at least six days to 
determine their effectiveness. When this has been 
evaluated, the dosage is reduced to determine the 
lowest level that will continue to be effective. Some- 
times 1 to 2 Gm. daily is sufficient. 

When the sulfonamides are ineffectual, the broad- 
spectrum antibiotics, such as tetracycline, erythro- 
mycin and novobiocin, may prove to be of benefit. 
With such drugs, a total dose of 1 Gm. daily is main- 
tained for only a few days, and then decreased to 250 
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to 500 mg. per day for continued control of the in- 
fectious element. 
Vaccines and toxoids are not effective. 


HorMONE THERAPY 


The relationship of progesterone and testosterone 
to the development and function of the sebaceous 
glands has already been discussed. In the female, 
studies of the normal menstrual cycle have revealed 
that sebum levels begin to increase appreciably at the 
time of ovulation and reach a peak just prior to the 
onset of menstruation (Figure 3). This increase in 
sebum is associated with the production of the corpus 
luteum hormone (progesterone), which correlates 
with the clinical observation that many female patients 
note a premenstrual exacerbation of their acne. Ex- 
perimentally it has been shown that progesterone is 
associated with an increase in seborrhea and acne, and 
that estrogen will suppress sebaceous gland activity. 

The fact that the administration of large, nonphysio- 
logic doses of estrogens is necessary to cause marked 
suppression of the sebaceous glands limits their use 
in the routine treatment of acne. Clinically, however, 
the administration of small amounts of estrogens to a 
patient with Grade 3 or Grade 4 acne, and to those 
with definite premenstrual flares, is of undoubted 
value. In the female, premarin, 0.625 to 1.25 mg., or 
diethylstilbestrol, 0.25 to 1.0 mg., may be administered 
by mouth beginning with the fourteenth day of the 
menstrual cycle, with discontinuance of the hormone 
the day prior to the expected onset of menses, allowing 
normal menstruation to occur. This therapy may be 
continued indefinitely, but in many cases it is only 
necessary to continue the program for three to six 
months. 

In the male, the same estrogens may be given for 
short periods, such as ten days of each month, with 
cessation of the hormone if gynecomastia or impotence 
should occur. 

The use of the thyroid hormone, at one time a 
popular form of treatment, is now believed to be of no 
value unless hypothyroidism is also present. 


PuysicaL THERAPY 


Ultraviolet light penetrates the skin very superficially, 
but at the same time produces definite photochemical 
effects, namely erythema and increased pigmentation. 
These effects are followed by varying degrees of desqua- 
mation depending upon the amount of exposure. These 
reactions have a favorable influence upon acne. 

The beneficial effects on acne are much more pro 
nounced with natural exposure to sunlight than with 
artificial sources of ultraviolet light. Probably 80 pet 
cent of acne patients show some improvement during 
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RELATION OF SEBUM LEVEL TO ESTROGEN 


AND PROGESTERONE LEVELS IN MENSTRUAL CYCLE 


Figure 3. Relation of sebum level to estrogen and progesterone levels in menstrual cycle. 


the summer months even without specific treatment. 
However, if the exposure is accompanied by high 
humidity and intensive excercise, the effect may, on 
the contrary, be deleterious. This deleterious effect is 
undoubtedly due to accumulation of both sweat and 
sebum, which in turn enhance follicular plugging. The 
necessity of relaxed sunbathing is therefore obvious. 

During the winter months, when natural sunlight 
isa poor source of ultraviolet light, it is often neces- 
sary to use artificial sources. There are several types of 
lamps available. The hot quartz mercury vapor type is 
most satisfactory for office use because of its wide and 
relatively safe spectral range. The amount of exposure 
depends on the individual patient’s sensitivity. The 
best results are obtained when a first- to second-degree 
erythema is produced. This implies the production of 
erythema after one to several hours, which is followed 
by slight desquamation. The entire reaction subsides 
within two to three days. These exposures should be 
tepeated at five- to seven-day intervals. Caution is re- 
quired both as to distance from lamp to patient and 
total exposure time. As patients are exposed to ultra- 
violet light, they develop an increasing tolerance, 
enabling them to stand successively larger doses. For 
home :se, bulb types of sunlamps are available. 
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X-ray therapy has long been used in the treatment 
of acne. The primary reason for its use has been based 
upon a selective depressing effect on the sebaceous 
gland. Certainly the sebaceous glands are more vulner- 
able to ionizing radiation than are the sweat glands or 
epidermis, but just what the effects are with the frac- 
tional type of therapy most often used, is not precisely 
known. It is known that x-ray therapy is not followed 
by definite, predictable results with any degree of con- 
sistency. 

Because the irradiation involves an exposed area in 
a young person, one must realize that the effects of 
x-ray therapy and of sunlight are additive. This is 
most important with regard to the development of 
actinic keratoses and carcinomas of the skin. The 
changes produced by sunlight over a long period of 
time, include primarily telangiectasia, hypo- and hy- 
perpigmentation and atrophy of the skin. These are 
exactly the clinical changes found in chronic radioder- 
matitis. Keratoses and carcinomas are much more 
prone to develop in the areas showing these changes. 
The amount of x-ray therapy safely tolerated by ex- 
posed skin when given in divided doses, after ten or 
more years, has not been conclusively determined. 
But, indications are that a total of 1,000 r of superficial 
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therapy may be followed by minimal x-ray changes 
after.more than ten years. The number of patients 
that will show such changes is in the range of 1.5 
per cent. 

X-ray still has a place in the treatment of acne, but 
its indications are somewhat limited— limited because 
we do not employ this modality in any of the following 
instances: (1) in any patient under 16 years of age; 
(2) in any patient who has had previous x-ray ex- 
posures, unless we know the exact amount of roentgen 
received and what factors were used ; (3) in any patient 
who has not had the benefit of other therapeutic 
measures, such as topical treatment, ultraviolet light, 
hormones, diet; (4) in any colored patient because of 
the definite possibility of producing facial hyperpig- 
mentation; (5) in any patient whose occupation re- 
quires continued steady exposure to sunlight. 

If a patient has not responded adequately to the 
other methods of therapy, and does not fall into any 
of the groups mentioned above, a course of superficial 
x-ray may be of value. By superficial therapy, we imply 
the x-rays produced by using 100 KV or less, 5 milli- 
amps, and a half value layer of 0.7 to 1.0 mm. of alumi- 
num. Protective shielding of the frontal hairline, eyes, 
thyroid gland and genital area is routinely carried out. 
Since the administration of this type of therapy re- 
requires specialized training, we shall not discuss the 
methods and techniques involved. 

The total amount of ionizing irradiation varies con- 
siderably with individual patients. Generally speaking, 
two major categories can be set up, related directly to 
skin type. For light complexioned, blonde-haired in- 
dividuals, a total of 750 r is considered maximum 
therapy. This is usually given as 75 r to each field at 
weekly intervals, for a period of ten weeks. A similar 
regimen is utilized for the darker complexioned indi- 
viduals, with the exception that 85 r is administered 
at each exposure. These amounts of irradiation repre- 
sent both sufficient and safe therapy. Improvement 
from this type of program occurs over a considerable 
period of time. 


Dret 


It has been demonstrated that when a normal man 
is given a diet rich in fats and carbohydrates, a moderate 
increase in the sebum level occurs. This increase is 
more marked in men with acne. It was a clinical ob- 
servation in Europe during World War II that acne 
disappeared during the starvation years but returned 
with the reinstitution of a proper diet. The clinical 
correlation is obvious and has been the basis for many 
restrictive types of diets in the past. However, it is 
believed that it is only necessary to limit excess car- 
bohydrates and fats, and that no strict dietary limita- 
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tion is required. Many patients will relate a flare of 
their acne to the ingestion of particular foods, for 
example chocolate and seafood, and in such cases, it 
is only necessary to eliminate that particular food. A 
well-balanced diet, of course, is necessary during ‘his 
vital growth period. 


VITAMIN THERAPY 


Various vitamins have been reported as being of 
benefit in acne therapy, but the results have been 
exceedingly variable and inconsistent. There is no 
specific evidence that the administration of multiple 
vitamins has value. An exception to this is the use of 
oral vitamin A in a dosage of 25,000 to 50,000 units 
daily. The use of this vitamin is not based on the 
assumption that vitamin A deficiency exists, but rather 
on its pharmacologic action on keratinization. In large 
doses, vitamin A is a strong anti-keratinizing factor 
and accordingly may lessen the keratin plugging of 
acne. Even though excellent results have been re- 
ported with vitamin A alone, the vitamin is of benefit 
only when combined with other modalities. 


MANAGEMENT OF SEBORRHEA 


The association of acne vulgaris and seborrhea of 
the scalp is frequent enough to warrant careful con- 
sideration. Although the exact relationship of these 
two conditions is not completely understood, it is 
often noted that with an increase of seborrhea there is 
an associated exacerbation of acne lesions. Like acne, 
the pathogenesis of seborrhea has not been completely 
determined. But, it is probable that seborrhea capitis 
results from (1) excessive or faulty keratinization of 
the horny layer; (2) excessive or faulty secretion of 
the sebaceous glands. These changes are closely 
related to the pathogenesis of acne. 

Whatever the exact relationship, it is always ad- 
visable to treat the scalp when outlining a regimen for 
acne. The most successful method for controlling 
seborrhea is by the frequent use of medicated sham- 
poos. The exact frequency varies considerably, but 
most often two to three shampoos a week are neces- 
sary. Suspensions containing selenium sulfide are 
helpful in this regard. Duponol, containing 10 per 
cent liquor carbonis detergens, is another satisfactory 
preparation which is used with the same frequency. 
With adequate control of the seborrhea, the shampoos 
are usually decreased to once a week or even once 
every two weeks. 

Other valuable preparations that may be used alone 
or in conjunction with such shampoos are (1) the 
daily application of 10 per cent sodium sulfacetamide 
in a lotion, followed by a shampoo with a standard 
product or one of the above preparations every three 
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to four days; (2) the nightly application of a water 
washable type base containing 5 to 10 per cent am- 
moniated mercury and 2 to 3 per cent salicylic acid. 
The latter preparation should be followed by a sham- 
poo each morning. 


Treatment of Acne Scarring 


It has been stated that perhaps the most common 
cause of cosmetic defects is the scarring from acne 
vulgaris. It is unfortunate that such scarring occurs 
at the time when physical attraction and popularity 
are paramount to the individual. The psychologic 
implications may be profound. It should be the prime 
purpose of all active treatment to prevent undue 
scarring. 

The recent introduction of the dermabrasion, or 
the planing technique for the amelioration of acne 
scarring has provided new hope for those previously 
doomed to “‘live with their scars.” The technique is 
based on the knowledge that superficial abrasion of 
the skin heals without scar formation. Histologic 
studies have shown that the epidermis may be re- 
moved down to the reticular layer of the dermis and 
that re-epithelization will occur from remnants of the 
glandular and ductal epithelium. The formation of 
new fibrous tissue is responsible for the filling in of 
any previous defects. : 

The procedure itself involves freezing small areas of 
the skin with chemical refrigerants such as ethyl 
chloride and freon sprays. In this manner, the treated 
area is rendered insensitive and provides a firm bed 
for the abrading instrument. In most cases, a high 
speed rotating wire brush, similar to that used by 
dentists, is applied to the skin to the point where the 
epidermis has been removed to the level of the pars 
reticularis. 

The postoperative appearance is that of an acute 
brush burn, with crust formation occurring within 
24 to 48 hours. The crust then separates, roughly be- 
tween seven and 12 days, exposing normal pink skin 
beneath. Residual erythema in the treated sites may 
be expected to last as long as three months. During 
this time, the patient should avoid exposure to strong 
sunlight and irritating substances. 

The procedure itself is usually without complica- 
tion if properly performed, although transient pig- 
mentation and the formation of small epidermal cysts 
(milia) may be troublesome during the first year. The 
degree of improvement from a dermabrasion procedure 
is extremely variable, but on the average will range 
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from 30 to 70 per cent, being dependent upon the 
skill of the operator and the type of scarring. The 
flat superficial scars respond better than the deep 
pitted (ice pick) or wide belt-like scars. For more 
severe scarring, repeat planings at six-month intervals 
may be performed with safety. 

Not all patients are acceptable for this procedure. 
We prefer not to treat those whose acne is still active 
or the patient who expects a perfect result as drama- 
tized in lay publications. It is also unwise to treat 
neurotic and psychotic individuals who attribute all of 
their inadequacies to their scars. The procedure is also 
not indicated in any patient showing frank evidence 
of a chronic radiodermatitis, or keloid formation. 


Conclusion 


Adolescence is beyond all doubt the hormonal age, 
but it is also a period marked by a radical reorganiza- 
tion of the affective life. This has been called “the 
normal schizophrenic period” by psychiatrists. Cer- 
tainly, emotional storms and crises are often pro- 
found, and the adolescent desires every possible aid 
in arriving at a satisfactory adjustment personally, 
socially and otherwise. 

The individual’s personal appearance during this 
time is of the utmost importance in all respects. Few 
are fortunate enough to miss acne and its complicating 
effects entirely. Some people have only minimal in- 
volvement and consider this of no real significance. 
However, the majority must contend with the presence 
of acne more directly. Often parental attitude dis- 
courages the physician’s help, and hence the oppor- 
tunity for treatment during the early stages of develop- 
ment is unfortunately lost. The physician and the 
patient are both fortunate when early advice and man- 
agement are sought. 

All physicians will utilize heroic measures to heal a 
seriously threatened soma. There are times when 
equally persistent and heroic measures are necessary 
to prevent serious damage to the psyche. This is 
sometimes the case in the adolescent with acne vul- 
garis, for it has been said that acne scars not only the 
skin but also the soul. In spite of the fact that marked 
improvement occurs only in the wake of diligent, pro- 
longed therapy, the patient should be encouraged 
and reassured that his difficulty can be alleviated and 
frustration replaced with fulfillment. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 
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Diphenylhydantoin in Ventricular Tachycardia 


IT HAS BEEN ESTABLISHED that diphenylhydantoin so- 
dium (Dilantin), procaine hydrochloride, procaine 
amide hydrochloride (Pronestyl) and |quinidine hy- 
drochloride have comparative activity in abolishing 
ventricular tachycardia resulting from ouabain over- 
dosage in unanesthetized dogs. Leonard reports a case 
of ventricular tachycardia complicating a posterior 
myocardial infarction on the thirteenth postocclusion 
day. The serious disturbance of rhythm was refractory 
to the presently favored treatmient with procaine amide 
hydrochloride, but responded to the intravenous ad- 
ministration of diphenylhydantoin sodium. This drug 
was administered intravenously slowly in a dose of 


250 mg. (Arch. Int. Med., 101:714, 1958.) 


Rib Lesions in Poliomyelitis 


BERNSTEIN and his co-workers report a previously 
undescribed erosive rib lesion seen in 14 of 28 patients 
with paralytic poliomyelitis. The average time interval 
from the onset of paralysis to the various demon- 
strable changes in the ribs was 20 months, with a 
range from ten to 35 months. The distribution of the 
lesions was primarily symmetrical, with the third rib 
being involved most frequently. The second, fifth, 
seventh and eighth ribs also showed similar lesions. 

The osseous involvement appeared as a shallow 
indentation and narrowing of the upper cortical 
margin of the rib usually approximately one centimeter 
long when first seen but extending to as much as four 
centimeters in some instances. With progression, the 
rib cortex became successively thinner. In the most 
severe involvement, there was almost total disap- 
pearance of bone structure throughout the area of 
the lesion. 

In each instance, the eroded rib segment lay in 
relation to the medial margin of the scapula, although 
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Tips from Other Journals 


no abnormality of these portions of the scapulae were 
noted at any time. In view of*the localization of the 
rib lesions to areas directly contiguous to the medial 
margin of the scapula, it would appear that continued 
pressure of the scapula against the ribs resulted in 
the localized erosions. 

No special problem in differential diagnosis was 
presented by the appearance of these symmetrical 
erosive rib lesions in patients with paralysis resulting 
from central nervous system involvement due to 
poliomyelitis. However, in those cases with only 
unilateral or asymmetrical rib involvement, as seen 
in four of the authors’ cases, inflammation or tumor 
would have to be initially considered as well as pro- 
gressive absorption of bone due to hemangiomatosis. 


(Radtology, 70:368, 1958.) 


Tuberculosis of the Esophagus 


Tusercusosis of the esophagus is an extremely rare 
lesion, and when noted, is usually associated with 
tuberculosis elsewhere in the body. According to 
Rubinstein and associates, the esophagus may be 
affected by tuberculosis by several mechanisms. 

1. Infection of the esophageal mucosa from tu- 
berculous sputum, with some type of pre-existing 
surface lesion as a prerequisite, that is, esophageal 
mucosal tears, strictures, carcinoma. It is doubtful 
that the normal esophagus is involved by tubercle 
bacilli swallowed in the sputum. 

2. Extension from laryngeal and pharyngeal lesions 
by contiguity. 

3. Contiguous extension of caseous hilar lymph 
nodes or tuberculous spondylitis. 

4. Involvement in the course of generalized dis- 
seminated miliary tuberculosis. 

The symptomatology is that referable to any 
ulcerating or stenosing lesion of the esophagus. 
Dysphagia and pain behind the sternum are commonly 
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observed. There are no pathognomonic roentgen 
signs which would distinguish tuberculous esophagitis 
fom other forms of esophagitis. The roentgen find- 
ings with barium swallow are ulceration, spasm, 
alteration and effacement of the mucosal pattern, 
and stricture formation. The diagnosis should be 
suspected in the patient with pulmonary tuberculosis 
or miliary tuberculosis in whom any of these non- 
pecific roentgen findings develop. The final pre- 
mortem diagnosis must be based on esophagoscopy 
with biopsy after the roentgen findings indicate the 
possibility of tuberculosis. (Radiology, 70:401, 1958.) 


Preventing Bilirubin Encephalopathy 


IN HEMOLYTIC DISEASE of the newborn, or erythro- 
blastosis fetalis, the aim of treatment is to reduce infant 
mortality and to prevent the toxic effects of bilirubin 
on the newborn brain. 

Waters emphasizes that a significant number of the 
cases that survive beyond a few hours after birth will 
do well without replacement transfusion. Bilirubin 
encephalopathy requires a rise of serum bilirubin to 
levels near 20 mg. per 100 ml. In many cases, despite 
high maternal titers and positive Coombs’ tests, bili- 
tubinemia of this degree does not develop. Such pa- 
tients need not be subjected to the hazards of replace- 
ment transfusion that include sepsis, trauma and 
thrombocytopenia. 

In these patients, bilirubin toxicity usually occurs 
between the third and fifth day of life. This corre- 
sponds with the peak serum levels. The earliest re- 
corded occurrence is at 18 hours. Thus, there is 
plenty of time for careful evaluation. When clinical 
judgment indicates the necessity for transfusion, 
Waters suggests that referral to a center be considered 
when adequate facilities and personnel are doubtful. 
(J. Pediat., 52:559, 1958.) 


Arterial Graft Operations 


Iv lS WELL KNOWN that the placement of a graft to 
telieve obstruction of a peripheral artery sometimes 
fails because the graft becomes obstructed. Although 
many factors may contribute, Phelan and Herrick 
studied in particular the physical influences pertaining 
to rheology—the study of the flow of materials. 

The authors noted that the surgeon seldom has 
the opportunity to anastomose vessels with isodimen- 
‘ional lumens. Often there is a discrepancy between 
the luniens of the graft and of the artery. They pro- 
posed that better results may then be obtained if 
the orifice at the site of anastomosis is bell-mouthed 
or trun:ipet-shaped, so that the diameter will be slightly 
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larger than the diameter of the receiving artery. This 
can be accomplished by a “Z plasty” technique (see 
illustration below). This method controls the degree of 
turbulence of flow and hence maintains an efficient 
flow system. 

When a by-pass procedure is used for relief of 
segmental occlusion of a peripheral artery, it is evident 
that the “Z plasty” procedure is not feasible. Under 
these circumstances, the authors noted that the degree 
of turbulence of flow would be lessened and a more 
efficient flow system obtained if the smaller end of the 
graft were anastomosed to the proximal arterial system. 
Thus, the walls of the graft would diverge slightly 
toward the walls of the distal run-off artery. (Proc. 
Staff Meet., Mayo Clin., 33:108, 1958.) 


Courtesy Proc. Stoff Meet. 


As 


The method of constructing a Z plasty end-to-end anastomosis as 
described by Holman and Hahn is shown in A. The completed 
anastomosis (B) demonstrates the interdigitation of the appropriate 
vessel parts which results in slight enlargement of the lumen at the 
anastomosis. 
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Isoniazid Alone for Tuberculosis 


JORDAHL AND HIS ASSOCIATES treated 32 unselected pa- 
tients with moderately-advanced and far-advanced pul- 
monary tuberculosis with isoniazid alone in daily doses 
of 10 mg. per kilogram of body weight for the initial 
three weeks of treatment and with 5 mg. per kilogram 
thereafter. Following three months of therapy, two- 
thirds of the total group had shown substantial roent- 
genographic improvement, and. at the end of six 
months, this had occurred in three-quarters of the 
group. Of the 30 patients in whom there was roent- 
genographic evidence of cavitation, in 19 (63 per cent) 
the cavities were lost to view during therapy. Seventy- 
nine per cent of the group attained a noninfectious 
status. Only with respect to reversal of infectiousness 
are the results in the best two-drug regimens superior 
to the single drug isoniazid regimen. The authors also 
determined that in vitro resistance to isoniazid is less 
well correlated with clinical progress than is the case 
with the other major antituberculous agents. 

The implications of this singularly nontoxic and 
simple treatment regimen for groups who have little 
or no access to hospital care is obvious. In two-thirds 
of this group of patients, the therapeutic objectives 
were attained without the need of additional medical 
or surgical therapy. When resectional therapy was re- 
quired, it could be undertaken with the addition of 
streptomycin and PAS, drugs to which the infection 
had not been previously exposed. The streptomycin- 
PAS regimen therefore constituted a more reliable 
combination for pre- and postoperative treatment than 
would have been the case had either of these drugs 
been used earlier in the course along with isoniazid. 
It is also pertinent that despite the higher incidence 
of reversal of infectiousness that may be expected from 
a two-drug regimen in the initial few months, the indi- 
cations for excisional surgery are not thereby much 
reduced, because the proportion of residual cavities is 
not greatly diminished. (Am. Rev. Tuberc., 77:539, 
1958.) 


Bronchography 


Tue Committee on Bronchoesophagology of the Amer- 
ican College of Chest Physicians conducted a world- 
wide survey of bronchography. Questionnaires were 
prepared and sent to 60 physicians who were interested 
in bronchography. Twenty radiologists, 20 otolaryn- 
gologists and bronchoesophagologists, and 20 thoracic 
surgeons were chosen. Replies were received from 57 
of the 60 men to whom questionnaires had been sent. 

In preparation for bronchography, postural drain- 
age was employed by more than half the participants, 
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but was almost routine after the procedure. Aerosol 
bronchodilators were administered just before bron- 
chography at times, and occasionally, aerosol deier- 
gent preparations were used. 

The choice of contrast média was of special interest. 
Dionosil was the favorite preparation. 

All physicians who replied agreed that the demon- 
stration and localization of bronchiectasis were by far 


the most important indication for lung mapping. There: 


was considerable difference of opinion about the value 
of bronchograms in the diagnosis of bronchial tumors. 
The radiologists were rather enthusiastic about the 
method, while many of the bronchoesophagologists 
and surgeons felt that bronchograms were neither nec- 
essary nor desirable. Bronchography was also used 
in the study of patients with chronic cough, as well 
as hemoptysis. 

The principle contraindication to bronchography 
was iodine sensitivity by history. The risk of iodine 
sensitivity is greatly reduced if Dionosil is used in- 
stead of iodized oil. Seventeen fatalities were reported 
in connection with bronchography. Eight of these oc- 
curred after administration of local anesthetics, but 
before any contrast medium was instilled. (Dis. of 
Chest, 33:251, 1958.) 


Pneumothorax in the Treatment of Tuberculosis 


ALTHOUGH PNEUMOTHORAX was the first effective form 
of collapse therapy to be used in the management of 
tuberculosis, during recent years its popularity has di- 
minished to a marked degree, especially in the United 
States. Kumar agrees with this general concept, but 
believes that in some circumstances no other measure 
is likely to be as useful as pneumothorax in the man- 
agement of unremitting hemoptysis. He presents two 
patients with severe hemoptysis, uncontrollable by any 
other technique, but managed successfully by the use 
of artificial pneumothorax. In both cases, although 
artificial pneumothorax successfully controlled the he- 
moptysis, surgery was subsequently indicated for de- 
finitive management. (Dis. of Chest, 33:335, 1958.) 


Oral Penicillin in Pneumococcal Pneumonia 


KRraJevic and his associates treated 21 patients with 
pneumococcal pneumonia using phenoxymethy] peni- 
cillin (penicillin-V). They used 200,000 units of peni- 
cillin-V every six hours until a three-day period of 
apyrexia was obtained. Complete improvement, both 
clinically and radiologically, was obtained in 20 pa- 
tients. One patient died. No complications were seen, 
nor were any toxic and drug sensitivity manifestations 
observed. 


GP Volume XVIII, Number3 


{ 
Me. 
a4 
q 
“hice 
d 
| 


rosol 
ron- 
eler- 


rest. 


mon- 
ry far 
‘here: 
value 
nors. 
t the 
gists 
nec- 
used 
well 


-aphy 
odine 
d in- 
orted 
OC- 
5, but 
ns. of 


form 
ent of 
as di- 
Jnited 
t, but 
easure 
man- 
ts two 
by any 
he use 
hough 
he he- 
‘or de- 


8.) 


with 
| peni- 
f peni- 
of 
t, both 
20 pa- 
e seen, 
tations 


Number 3 


In the treatment of patients infected with organisms 
very sensitive to penicillin, 200,000 units of penicillin-V 
every six hours is considered adequate. The highest 
levels were obtained at one and two hours. By the 
sixth hour, penicillin concentration was low. (Antibiot. 
Med. ¢7 Clin. Therapy, 5:189, 1958.) 


Pleural Biopsy 


Hewter, Kellow and Chomet reported on the results of 
needle biopsy of the pleura in 18 consecutive patients 
in whom the etiologic diagnosis could not be readily 
established by traditional means (see illustration at the 
right). Use of the Vim-Silverman biopsy technique has 
proved to be practical, entails no more discomfort to 
the patient than aspiration of pleural fluid, and is rare- 
ly complicated (one patient had a small hemothorax). 
Two specimens were found to be inadequate for 
pathologic study. 

Among the patients were two in whom the initial 
suspicion was of neoplastic disease of the pleura. Diag- 
nosis following biopsy was tuberculosis, as it was also in 
three patients in whom tuberculosis was the original 
impression. There were four instances in which biopsy 
simply confirmed a suspicion of neoplasm. 

In nine cases, the biopsy was reported as ‘‘nonspe- 
cific fibrosis.” Four of these patients were found by 
other means to have a malignant neoplasm, but in some 
of these, as well as in others of the nine cases of “non- 
specific fibrosis,” the biopsy report served the useful 
purpose of excluding tuberculosis. (New England J. 
Med., 255: 684, 1956.) 


Hazards of Radiation 


Goutp AND MAUDERLI REVIEW the various factors con- 
tributing to the hazards of radiation. They note that 
people in general receive from natural irradiation 
about 3 roentgens during their lives from birth to 
the age of 30. It has also been estimated that with 
all of the bombs detonated thus far and the continua- 
tion of detonation at the present rate, individuals will 
absorb about 0.1 roentgen over a period of about 30 
years. The estimate of radiation used for medical 
purposes accounts for about 4 roentgens during the 
first 30 years of life. 

Considering all of these facts, the geneticists have 
estimated that mankind would not be unduly harmed 
ifan average of 10 roentgens over and above natural 
radiation were absorbed by the reproductive cells 
during the first 30 years of life. Thus, since thé permis- 
sible limit from a genetic point of view is about 14 
tentgens, including natural radiation, we are ap- 
ptoaching today the limit of a genetically safe level. 


GP September 1958 


DIAGNOSTIC VALUE OF PLEURAL BIOPSY 


WAS NOT READILY ESTABLISHED 
BY TRADITIONAL MEANS 


Initial Clinical 
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Biopsy 
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Tuberculosis 
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IN 18 PATIENTS IN WHOM ETIOLOGIC DIAGNOSIS 


if 


The authors put this rather graphically by stating, 
“It is as though every individual is born with 14 
roentgens credit in the bank. He is forced to spend 
roughly 3 roentgens on natural radiation, and will 
probably spend more than 4 roentgens on man-made 
sources of radiation. Therefore, the average individual 
will usually only have 7 roentgens credit in the bank, 
for by the time he is 30, he has spent one-half of 
his radiation credit.” 

Although the ideal goal would be no radiation at 
all to the gonads from birth to the end of the repro- 
ductive period of man, certainly nothing can be 
done about the 3 roentgens of natural radiation. The 
only possible controllable sources are medical radia- 
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tion and radiation caused by atomic bomb explosions 
and atomic power plants. 

The possible harm from atom bomb testing must be 
weighed by society in the light of the need for national 
defense. “hus far, the atom bomb radiation would ap- 
pear to be a rather small hazard. However, if the 
rate of testing increases greatly or if nuclear power 
installations are not very carefully controlled, the 
contamination of the whole world with radioactive 
materials would pose a grave hazard. 

The authors suggest the following rules to physi- 
cians and radiologists to arrive at a roentgen diagnosis 
with a minimal amount of radiation. 

1. Tend to use the more efficient higher kilovoltage 
and low milliamperes technique. 

2. Test your machine periodically for leakage and 
output. 

3. Use at least 2 millimeters of aluminum filtration. 

4. Use field-limiting cones and diaphragms as 
much as possible. 

5. Choose the fastest practicable screen film and 
chemical combination. 

6. Process films full-time using active chemicals 
and proper temperature. 

In the use of fluoroscopy, the following are sug- 
gested. 

1. Adapt your eyes for 20 minutes before fluoro- 
scoping. 

- 2. Always wear protective gloves and aprons. 

3. The fluoroscopic tube-table distance should be 
18 inches or greater. 

4. Keep the shutters down to the smallest practical 
field. 

5. Use the fluoroscope quickly and efficiently to 
observe motion and function, and not as a screening 
procedure. Do not daydream with foot on the switch. 

6. Protect the gonads in patients, especially those 
less than 40. 

7. Ask yourself, “Is this examination important to 
the health and well-being of the patient, and what is 
the most efficient way to carry it out?” (Am. Rev. 
Tuberc., 77:375, 1958.) 


MocasGaB, in an interesting editorial, summarizes 
the existing problems in influenza that still face us. 
A better understanding of the mechanism of the clin- 
ical features of influenza is required. Whether initial 
infection occurs in the nasopharyngeal mucosa in 
man is not known, although symptoms are sometimes 
referable to this area. Effects have been noted in the 
mucosal lining of the tracheobronchial tree from un- 
complicated influenza as well as associated deaths, and 
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have consisted of areas of denudation and metaplasia 
with submucosal edema. The next step in discase 
mechanism is not clear. Clinical manifestations extend 
far beyond the respiratory tract and frequently are 
minimal in that area. It has not been determined 
whether the virus spreads to other organs or whether 
there is a circulating toxin responsible for clinical 
manifestations. 

Reasons for variation in severity of the disease in 
persons in the same epidemic are not known. Possibly 
there is less viral multiplication or neutralizatioi of 
tissue-damaging activity in some persons owing to 
antibody or nonspecific inhibitors or physical restric- 
tion of the disease to the initial site. 

Perhaps more pressing is the acquisition of insight 
into complications such as pneumonia, severe toxicity 
with hypotension, myocarditis, or precipitation of con- 
gestive heart failure. The fulminating nature of the 
bacterial pneumonia occasionally occurring in young 
adults or pregnant women and in persons in the 
extremes of life leaves little time for therapy, and delay 
can result in a fatal outcome. Promiscuous prophylac- 
tic antibiotic administration is not the answer to this 
infrequent, although serious problem. 

Therapy of severe toxicity with hypotension and 
cyanosis in patients with uncomplicated influenza or 
bacterial pneumonia provides an additional dilemma. 
The administration of adrenal corticoids might tide 
the patient through this phase; on the other hand, the 
incidence of bacterial pneumonia could be increased 
or the degree of tissue damage enhanced. How strictly 
bed rest should be enforced and for how many days in 
order to avoid sudden death presumably due to post- 
influenzal myocarditis is another important consid- 
eration. 

It is rather surprising that the influenza viruses, 
especially during the Asian strain pandemic, have not 
produced more virulent variants. Only a few intranasal 
passages in mice are required for adaptation, and 
pneumonia and death will then occur after infection. 
Evidently the factors are different in man-to-man 
transfer. 

There are also many problems associated with in- 
fluenza vaccines. The incidence of local and systemic 
reactions of a severe, although not dangerous, nature 
is considerable and can usually be correlated with the 
amount of virus in the vaccine. More information is 
needed on multiple small injections or the suitability 
of adjuvants, and the best route of administration and 
temporal spacing of inoculations. 

Subsidence of the Asian influenza epidemic should 
not cause these problems to be placed in the back- 
ground. Extension of the above problems and results 
of the investigations of them can be made to other 
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respiratory virus infections in many instances. The 
author concludes his fine editorial by asking whether 
complete recovery of bronchial mucosa occurs after 
infection, whether metaplasia remains and predisposes 
to anaplasia later in life and whether permanent dam- 
age occurs in the cardiovascular or renal systems. 


(Arch. Int. Med., 101: 681, 1958.) 


Narcotic Withdrawal Symptoms in the Newborn 


ScHNECK DESCRIBES the case of an infant born to a 
heroin addict. Toward the end of the first 24 hours, 
the baby became restless and irritable, and developed 
tremors and twitchings. Tetany was absent. Shortly 
thereafter, vomiting and diarrhea occurred, ac- 
companied by constant shrill, high-pitched crying. 
There was persistent nasal stuffiness, increased sweat- 
ing and mild fever. Within the first 48 hours, several 
bouts of intermittent cyanosis occurred. Over a period 
of one week, this picture gradually subsided. By ten 
days, the infant began to thrive, taking its formula 
eagerly and gaining weight. Treatment was withheld. 

This was the characteristic picture of abstinence in 
the newborn. The diagnosis requires suspicion. Un- 
treated infants often die. When treatment is necessary, 
it consists of decreasing doses of opiates, barbiturates, 
chlorpromazine or reserpine over a period of days or 
weeks. A prolonged follow-up study is suggested for 
the detection of residual effects. 

Schneck emphasizes that this problem is often 
overlooked. If the mother has taken narcotics until the 
end of pregnancy, the infant will very probably show 
the characteristic picture of addiction. (J. Pediat., 
52:584, 1958.) 


Journals in Microform 


IN AN EDITORIAL titled “Journal Publication in Micro- 
form,” Clapp reviewed the problems that surround 
publication of scientific information in usual journal 
form. The table at the right contrasts that form of 
communication with microfilm techniques. On first 
considering the problems, it might be supposed that 
amicrofilm edition would have most of the advantages. 
Yet, Clapp observed that the new method has not yet 
achieved success, and gave the following reasons for 
this: “‘Letter-press publication is normal; it conveys 
prestige; it serves as a vehicle for advertising; but, 
principally, it can be read with the naked (or nearly 
naked) eye and requires no elaborate optical mecha- 
nisms. And here it may be observed that the greater 
the reductions used, the more: expensive, unportable, 
and complicated become the ancillary optical appara- 
tus.” ( Science, 127:1,145, 1958.) 
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Inhibition of Cholesterol Biosynthesis 


THE TREATMENT of atherosclerosis has centered around 
attempts to lower the serum cholesterol level, accord- 
ing to Curran and Azarnoff. The rationale for such 
therapy rests on the statistically significant correlation 
which exists between coronary atherosclerosis and ele- 
vated serum cholesterol levels. It has not been shown, 
however, that reduction of serum cholesterol signifi- 
cantly modifies the course of coronary atherosclerosis. 
As a matter of fact, there is evidence that the serum 
cholesterol is not a true reflection of tissue cholesterol 
levels, and therefore definitive evaluation of any ther- 
apy can only be obtained from long-term clinical 
studies based on the incidence of myocardial infarction 
and on survival. 

The authors suggest, however, that because of our 
almost total ignorance of the etiology of atherosclerosis 
the best available field for the clinical investigation of 
atherosclerosis remains the experimental reduction of 
the total cholesterol stores in the body. The cholesterol 
content of the body can be lowered by (1) increased 
destruction of cholesterol within the body; (2) de- 
creased reabsorption of biliary cholesterol from the 
intestine; (3) decreased endogenous cholesterol syn- 
thesis. 

To date, no nontoxic means of increasing cholesterol 
degradation has been found. Furthermore, it has been 
demonstrated in animals that prolonged interference 
with cholesterol reabsorption by either sitosterols or 
nonsteroid means is counteracted by an increase in 
hepatic cholesterol synthesis with no net change in 
tissue levels. This emphasizes that the control of he- 
patic cholesterol synthesis is essential in any regimen 
for reducing the cholesterol content of the body. 

Since most of the cholesterol in the body is syn- 
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thesized from fat, it seems obvious that if the fat in the 
diet is sharply reduced, there should be a lowering of 
the cholesterol stores in the body. Large amounts of 
unsaturated fatty acids also have a hypocholestero- 
genic action, at least insofar as serum cholesterol is 
concerned, 

Any form of treatment requiring either fat restriction 
or the addition of certain fats to the diet involves a 
major change in food habits on the part of the patient. 
The impracticality of successfully applying such die- 
tary therapy to a large number of persons seems ap- 
parent. 

It may be possible to reduce endogenous cholesterol 
synthesis by means other than by rigid dietary control 
in man. It has been demonstrated in rabbits that a re- 
duction in excess aortic cholesterol could be accom- 
plished by administration of an inhibitor of cholesterol 
synthesis. Reduction of endogenous cholesterol syn- 
thesis by administration of a specific inhibitor of that 
process will produce a negative cholesterol balance 
and induce mobilization of cholesterol from arterial 
atheromatous plaques, thereby reducing those plaques 
in size and number. 

Although there is encouraging evidence in animals 
that such inhibitors may prove to be practical thera- 
peutic agents in the amelioration of atherosclerosis, at 
this time none has been proved to inhibit tissue cho- 
lesterol synthesis in man. Furthermore, whether or not 
reduction of body cholesterol stores will lessen athero- 
sclerosis remains an unproved hypothesis in man, but 
it seems clear that a rational approach to an answer 
lies in long-term clinical trials with effective specific 
inhibitors of cholesterol biosynthesis. (Arch. Int. Med., 
101 :685, 1958.) 


Steroids and Hepatic Excretory Function 


IMPROVEMENT in the jaundice of hepatitis has led to 
the belief that ACTH and cortisone possess choleretic 
properties. In fact, some experiments have tended 
to support this view. 

Clifton, Inglefinger and Burrows studied the effect 
of cortisone on bromsulphalein (BSP) clearance, the 
effect of cortisone on the hepatic uptake of I'*!- 
labeled Rose Bengal and the effect of intravenous 
hydrocortisone on excretion of bile and bilirubin. 
In ,these last experiments, patients without gall- 
bladders were studied in order to avoid the effects of 
this organ in concentrating and evacuating bile. 
Bile was collected from T-tubes or by duodenal 
drainage. 

Uniformly negative results were obtained. In fact, 
there was some evidence that BSP clearance was de- 
creased after cortisone. It was concluded that neither 
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cortisone nor hydrocortisone increases hepatic excre- 
tory activity under normal conditions. (J. Lab. & . 
Clin. Med., 51:701, 1958.) 


Significance of “‘Nondiabetic” Glycosuria 


WHEN GLycosuRIA occuRS during a normal glucose 
tolerance test, it is said to be nondiabetic. It is coutro- 
versial whether or not nondiabetic glycosuria is a 
precursor of diabetes mellitus. 

Ackerman and his colleagues found records of 153 
cases of nondiabetic glycosuria. Follow-up records 
revealed four known to have developed overt diabetes. 
Also in the old records, eight patients had had subse- 
quent glucose tolerance tests. Five of these were 
diabetic; the elapsed time, three months to 13 years. 

These authors studied an additional 19 of the 
original group. Twelve were found to have diabetes 
mellitus, although free of symptoms. Thus, of 27 
patients retested, 17 (63 per cent) were diabetic 
although asymptomatic. 

Ackerman and his co-workers conclude that non- 
diabetic glycosuria is not benign. It indicates poten- 
tial diabetes mellitus, and such patients should be re- 
tested periodically. (Clin. Research, 6:251, 1958.) 


X-irradiation of the Human Fetus 


Ir Is RECOGNIZED that therapeutic irradiation of the 
pregnant woman can cause microcephaly and other 
serious evident anomalies, as well as long-term subtle 
sequelae. Rugh indicates that controlled mammalian 
experiments and the study of accidental human fetal 
exposures now permit conclusions as to stages of 
development and exposure levels that will cause 
demonstrable anomalies. 

The early embryo between days 18 and 38, and 
the later fetus are the most radiosensitive stages in the 
life of human beings. This is due to the presence of 
actively differentiating cells involved in organogenesis. 
During certain periods, low level therapeutic or even 
diagnostic exposures of the pregnant woman can 
produce monstrosities. As fetal age advances, the 
same exposures may be responsible for psychologic 
defects. 

Rugh states that short of saving the mother’s life, 
the pregnant woman should receive neither thera- 
peutic nor diagnostic exposures in the first trimester. 
He suggests further that the time of the prior menses 
should be determined in all women about to undergo 
radiologic examinations. It might then be possible to 
avoid exposure of an unrecognized pregnancy during 
the most radiosensitive period of two and one-half to 
six weeks. (J. Pediat., 52:531, 1958.) 


- 


GP Volume XVIl!, Number 3 


4 

af 


icose 
ntro- 
is a 


f 153 
cords 
re tes, 
ubse- 
were 
years. 
f the 
betes 
of 27 
rbetic 


non- 
yoten- 
be re- 
8.) 


of the 
other 
subtle 
nalian 
fetal 
es of 
cause 


, and 
in the 
nce of 
nesis. 
r even 
n can 
s, the 
ologic 


°s life, 
thera- 
nester. 
nenses 
idergo 
ible to 
during 


half to 


jumber 3 


Peripheral Arteriosclerosis 


Horwitz AND PENNEYS REVIEWED the methods of selec- 
tion of patients for arterial grafting to relieve chronic 
arterial occlusion. They were interested in two aspects 
of the problem—technical feasibility and benefit to 
the patient. 

‘A decision about technical feasibility is influenced 
by physical examination of the pulses and by the 
findings on arteriography. A study of the figure at the 
right indicates that palpation of the popliteal pulse is 
a critical influence in decisions about arterial grafting. 
Since that pulse is sometimes difficult to palpate under 
normal conditions, oscillometry may need to be used 
as a supplement to the physical examination. 

In a patient having evidences of peripheral arterial 
insufficiency, when the popliteal pulse is normal, 
occlusion is in the smaller arteries below the knee, and 
the possibility of doing a graft is almost ruled out. 
Under the other circumstances indicated in the accom- 
panying diagram, visualization of the arterial system 
by means of a contrast medium provides accurate 
information about the location and extent of arterial 
block. The chances for success of an arterial graft are 
greatest when the block is limited to a short segment 
of an artery. 

Special consideration is given by the authors to the 
situation in which a patient has a block in the super- 
ficial femoral artery plus complete thrombosis of the 
arteries of the lower leg. They believe that an arterial 
by-pass of the femoral block may considerably benefit 
some such patients by introducing a stronger flow of 
blood into the popliteal artery. 

Other considerations than the mere presence of an 
arterial block are important. Thus, the primary aim in 
treating an arteriosclerotic extremity is preservation of 
the limb, and relief of intermittent claudication, al- 
though desirable symptomatically, is of secondary im- 
portance. So it is that the authors propose arterial 
grafting chiefly in cases in which there is evidence of 
inadequate capacity for blood flow to the skin. They 
consider that arterial grafting for intermittent claudi- 
cation alone should be carried out at present only 
when the symptom seriously interrupts the patient’s 
daily activities. (Ann. Int. Med., 47:1,117, 1957.) 


Treatment of Hyperbilirubinemia 


THERE Is REASON to believe that high concentrations 
of indirect bilirubin cause brain damage, particularly 
in the neonatal period. Thus, kernicterus is thought 
tobe bilirubin encephalopathy. 

The difference between indirect and direct-react- 
ing bilirubin is a simple one chemically. Indirect- 
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reacting bilirubin conjugates with glucuronic acid to 
form bilirubin glucuronide (direct-reacting bilirubin). 
Previous attempts to promote glucuronide conjugation 
in man have yielded contradictory or inconsistent re- 
sults. Nevertheless, Danoff and his co-workers attained 
a considerable measure of success when they recently 
made a new attempt. 

The authors administered glucuronic acid by mouth 
to 28 infants with hyperbilirubinemia. In 16 of these, 
a striking fall in the concentration of indirect-reacting 
bilirubin was observed. Ten of the infants showing that 
response were suffering from erythroblastosis. One of 
the babies who did not respond to oral administration 
of glucuronic acid subsequently responded to intra- 
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venous administration of the acid. Accordingly, the 
authors treated 14 additional infants by intravenous ad- 
ministration of glucuronic acid (and simultaneous oral 
administration of sodium bicarbonate), obtaining the 
desired response in 12. During and immediately after 
the administration of glucuronic acid, urinary excre- 
tion of direct bilirubin showed a three to five-fold 
increase. 

The authors warned that glucuronic acid is not 
without toxicity—tends to cause watery diarrhea (when 
given by mouth) and acidosis. However, it does appear 
that the method of treatment was successful in a signifi- 
cant number of hyperbilirubinemic patients. It is pos- 
sible that such treatment may obviate the need for 
many of the exchange transfusions now given to infants 
with erythroblastosis foetalis. (Science, 127:759, 1958.) 


Rubella Arthritis 


A SELF-LIMITED FORM of arthritis that follows German 
measles has seldom been mentioned in the literature 
of the United States. Reports from abroad indicate 
that the arthritis affects young adults (usually females), 
having its onset with or soon after the appearance of 
the rash. It involves small and medium-sized joints 
(hands, wrists, ankles) and subsides spontaneously 
after a few days toa week. 

Johnson and Hall report ten cases of rubella arthri- 
tis—all in females and all following a rather classical 
course. To the authors’ surprise, the latex fixation 
test for the presence of so-called ‘rheumatoid factor” 
was positive in nine of the ten cases. (New England J. 
Med., 258:743, 1958.) : 


Obstructive Pulmonary Emphysema 


FRANKLIN AND HIS COLLEAGUES evaluated the use of 
bronchodilator drugs and adrenal corticosteroids in 
the treatment of obstructive pulmonary emphysema. 
They defined the disorder as ‘ta chronic progressive 
process manifested clinically by dyspnea, which most 
commonly makes its appearance in middle-aged or 
elderly males who have had no previous localized or 
diffuse chronic pulmonary disease and which has gen- 
erally been regarded as of unknown etiology.” In addi- 
tion to dyspnea, evidence of airway obstruction, 
chronic cough and a history of heavy smoking are 
important features. 

The authors noted that obstructive pulmonary 
emphysema is differentiated from asthma by the fact 
that the latter disorder shows a return to normal or 
near normal pulmonary function at intervals. In addi- 
tion, the patient with asthma usually complains bitterly 
of dyspnea, while the patient with obstructive pul- 
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monary emphysema shows extraordinary complace icy 
with a comparable amount of dyspnea. 

Observations were recorded in 58 patients during 
treatment with bronchodilator drugs and in halt the 
cases corticosteroids as well. Intensive treatment «su- 
ally partly corrected the pulmonary dysfunction. Often 
the subjective improvement was greater than might 
have been expected from the results with tests of 
pulmonary function. (New England J. Med., 258 :774, 
1958.) 


Water Intoxication 


‘WATER INTOXICATION” refers to the symptoms of 
increased neuroexcitability produced by a sudden 
dilution of the body solutes through the excessive 
administration of water. The syndrome is encountered 
almost exclusively in patients who have a predisposing 
illness that compromises the ability of the kidneys to 
handle a large water load. However, Swanson and 
Iseri report two cases that demonstrate that people 
with normal renal function may develop water intoxi- 
cation when the rate of intake of a large volume of 
water temporarily exceeds the ability to maintain the 
isotonicity of body fluids through prompt diuresis. 

In Case I, diuresis was delayed because the patient 
had previously depleted his serum electrolytes by re- 
peated vomiting. Then when he developed an “un- 
quenchable thirst” and drank more than a gallon of 
water, he developed agitated delirium and convulsions. 
His serum sodium concentrations were abnormally low. 

Case II was an example of transient overhydration 
because of rapid absorption of water from multiple 
sites. This patient had a great and unsatisfied urge to 
defecate. Accordingly, he drank hot water in enormous 
quantities and also took two large tapwater enemas. 
He became agitated and combative. 

Both patients recovered promptly after profuse 
diuresis and treatment with hypertonic sodium chlo- 
ride. (New England J. Med., 258-831, 1958.) 


Serum Trypsin: Test for Pancreatic Disease 


A SIMPLE METHOD for the quantitative analysis of cir- 
culating serum trypsin has been devised by Nardi and 
Lees. In a preliminary study, the test was used in 35 
control patients, 16 patients with pancreatitis, and 
seven patients with carcinoma of the pancreas. With 
the exception of one patient who had pancreatic cal- 
cinosis and insufficiency, trypsin values were con- 
sistently elevated in patients with pancreatic disease. 

The authors proposed that elevation of trypsin 
values results from an obstructive process in the pan- 
creas combined with an active secreting gland. The 
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test proved a more sensitive and reliable index of 
pancreatic disease than serum amylase or the serum 
lipase. (New England J. Med., 258:797, 1958.) 


Transaminase in Pericarditis 


THE DIFFERENTIAL DIAGNOSIS of myocardial*infarction 
and pericarditis is sometimes difficult. The serum 
glutamic oxalacetic transaminase (SGOT) activity 
may be used to assist in making this differentiation. 
Kalmansohn and Kalmansohn provide evidence that 
the usefulness of this procedure may be sharply 
limited. 

These authors present data on seven patients with 
pericarditis, six of whom had elevated SGOT levels. 
While two of these patients also had myocardial in- 
farction, the highest levels of SGOT were found in 
patients with nonspecific pericarditis. Levels were 
found that were well within the range seen in patients 
with transmural myocardial infarction. 

These clinical observations, supported by SGOT 
titers obtained in dogs with experimental pericarditis, 
indicate that this test is only of value in differentiat- 
ing pericarditis and myocardial infarction if the levels 
are within normal limits. (Am. Heart J. 55:739, 
1958.) 


Erythrokinetics in Pernicious Anemia 


AtrHOUGH the pathogenesis of pernicious anemia and 
its relationship to vitamin Bj. are thought to be clearly 
understood, the manner in which the anemia itself is 
produced has not been completely elucidated. Noting 
that either the decreased red cell production or an in- 
creased destruction would seem to provide adequate 
explanation for the anemia, Finch and his associates 
have sought to define the mechanisms for the anemia. 
Their studies indicate that in pernicious anemia ery- 
htoid tissue within the marrow is greatly increased, 
and total produciion of erythrocytes is approximately 
three times normal. However, the increased rate of 
production is mainly futile. Most of the erythrocytes do 
tot enter the blood stream. This indicates that the 
seater portion of marrow activity is ineffective in terms 
ifblood production (see diagram at the right). Also 
there is an increased rate of cell destruction of approx- 
imately three times normal. The combination of these 
ictors accounts for the anemia. 

Soon after administration of vitamin By, ineffective 
tythropoiesis with associated hemolysis is converted 
0 effective red cell production. The fact that this 
change occurs so rapidly indicates that the marrow is 


« site of excessive red cell breakdown. (Blood, 11:807, 
956.) 


Toxoplasma Pericarditis and Myocarditis 


TOXOPLASMOSIS is a protozoan disease that is often 
congenital. Acquired cases in adulthood were con- 
sidered rare until recently. More frequently, cases are 
being reported in adulthood, diagnosed in life by the 
dye and complement-fixation tests. The most usual 
signs of acquired toxoplasmosis in adulthood are 
lymphadenitis, rash, pneumonia, hepatitis, myositis, 
myocarditis and encephalitis. 

Hakkila and his colleagues, of Helsinki, report the 
case of a 54-year-old man who recovered from an un- 
explained meningoencephalitis. Several months later, 
he developed signs of severe pericarditis and myo- 
carditis. At that time, rising titers of toxoplasma 
antibodies were demonstrated. He was treated with 
sulfafurazol and pyrimethamine (Daraprim) for two 
weeks, and was back at work in five months with 
auricular fibrillation the only residual. 

These authors suggest that toxoplasma heart dis- 
ease may not be rare. It should be considered as a 
possible etiology in cases of “idiopathic” pericarditis 
and myocarditis. (Am. Heart J., 55:758, 1958.) 


Gallop Rhythm 


IT HAS LONG BEEN a general impression that diastolic 
gallop rhythm is of grave prognostic significance. In 
current usage, gallop rhythm is protodiastolic (early 
diastole) or presystolic (fourth sound). Sloan has 
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identified precisely the different types of gallop rhythm 
in 100 patients with heart disease, using both loga- 
rithmic and linear phonocardiography. 

Generally, protodiastolic (third sound) gallop was 
associated with right heart strain, and presystolic 
gallop with left heart strain. Using these precise tech- 
niques, neither phenomenon was related to heart rate 
or the presence of heart failure. 

Follow-up studies after 25 to 34 months provided 
no significant correlation between the presence or 
absence of either type of gallop at the original investi- 
gation and the patient’s condition. (Exceptions were 
those patients with both mitral stenosis and aortic 
insufficiency who had protodiastolic gallop rhythm. 
Here, the third sound carried a poor prognosis, 
probably because it indicated incipient right ventricu- 
lar failure.) Sloan interprets these findings to show 
that gallop rhythm is not of such grave significance 
as has sometimes been believed. (Am. Heart J.,55:715, 
1958.) 


Normal Volunteer Subjects 


MucH OF THE PHYSIOLOGIC data relating to various 
body systems has been obtained in “normal volunteer 
subjects.” Bogdonoff and his colleagues conducted a 
series of comprehensive personality interviews in such 
a group. The life histories of only five out of 20 ap- 
peared unremarkable. 

Of the remaining 15, four volunteers presented pat- 
terns indicating serious personality disorders—psy- 
choneurosis and depression. Thirteen indicated paren- 
tal problems and inability to express feelings of 
hostility and aggression. Two expressed a need to 
‘experience pain and toughen up.”’ Some volunteered 
for experiments shortly after stressful difficulties in 
life adjustment. 

These observations suggest that the nature of the 
“volunteer” group must be taken into consideration, 
especially when studying relationships that are psy- 
chophysiologic. (Clin. Research, 6:309, 1958.) 


Infiltrating Carcinoma of the Stomach 


INFILTRATING NEOPLASMS of the stomach present con- 
siderable difficulty in radiologic diagnosis, according 
to Malamed and his associates. It is not always possible 
to demonstrate the presence of a mass, ulceration or 
rigidity of the gastric wall—signs which are considered 
the most useful diagnostic aids. 

The authors present two cases of infiltrating car- 
cinoma of the stomach in which the demonstration of 
a thickened stomach wall was possible during gastro- 
intestinal examination. When the stomach is distended 
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by barium, the inner contour is easily defined. The 
outer wall can also be distinctly outlined, particul.rly 
on the greater curvature aspect because of the presence 
of the overlying fat. Thus, abnormal thickening cai: be 
detected in some cases. The described findings are 
believed to be most likely the result of neoplasm, 
It would Seem possible that unusual granulomas or 
gastritis may on occasion produce similar findings, 
(Radiology, 70:404, 1958.) 


Hemoglobin CS Disease with Osteomyelitis 


LOHMULLER AND MARSHALL report a case of hemoglobin 
CS disease with little evidence of hemolysis, compli- 
cated by the presence of paracolon osteomyelitis of 
both humeri and aseptic necrosis of the right femoral 
head. The authors reviewed the literature and found 
12 previously reported cases of osteomyelitis compli- 
cating sickle cell anemia. Their case is believed to be 
the first one of osteomyelitis due to paracolon bacillus 
complicating proved hemoglobin CS disease. 

Although Salmonella osteomyelitis is not common, 
most of the cases of osteomyelitis complicating the 
hemoglobinopathies are due to this organism. The 
frequency seems beyond coincidence, but no reason 
has been advanced for this observation. (Arch. Int. 
Med. 101 :761, 1958.) 


A Cause for Polycythemia 


McFapzean, Topp AnD TSANG report that, for reasons 
still undisclosed, polycythemia is observed in about 
10 per cent of patients who develop primary cancer 
of the liver on the background of cirrhosis of the 
liver. (Blood, 13:427, 1958.) 


Pseudomonas Meningitis 


HoyNE AND HIS COLLEAGUES point out that infections 
with Pseudomonas aeruginosa (Bacillus pyocyaneus) 
seem to be becoming more frequent. This has been 
attributed to the extensive use of antibiotics. These 
authors describe two cases of meningitis due to this 
organism, both of which were successfully treated, one 
with tetracycline and one with chloramphenicol. 

Mortality rates for patients with Pseudomonas men- 
ingitis have ranged from 55 to 90 per cent. In 1953, 
Cutler and Cutler demonstrated that when the spinal 
fluid from patients with Pseudomonas meningitis 's 
exposed to ultraviolet light, it shows a greenish fluo- 
rescence even though it is colorless Hoyne’s group 
suggest this prompt method of etiologic diagnosis 5° 
that therapy can be started early. (J. Pediat., 52: 708, 
1958.) 
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PATHOGENESIS OF POLIOMYELITIS 
(After Sabin: Science, 123:1151, 1956) 
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Pathogenesis of Poliomyelitis 


On THE Basis of data available in 1956, Sabin recon- 
structs the pathogenesis of poliomyelitis as shown in 
the diagram above. When virus is ingested, it attaches 
itself to the epithelium of the oropharynx and of the 
lower alimentary tract (7). It multiplies there, extend- 
ing from cell to cell until developing resistance stops 
the propagation. 

From the mucosal cells, the virus moves into the re- 
gional lymph nodes (2). Multiplication there is followed 
insome instances by overflow of virus into the blood (3). 

Virus entering the blood is quickly removed by cells 
of the reticuloendothelial system and other tissues (4). 
Viremia is insignificant unless the virus so distributed 
by the blood multiplies in the extraneural tissues—a 
property possessed by some strains of virus and not by 
others (5). Some of the virus in the blood probably 
“feeds back” into the alimentary mucosa (6). 

From the various sites of multiplication in the ali- 
mentary tract and other extraneural tissues, the virus 
then may invade corresponding sympathetic or sensory 
ganglia (7). Then if the amount of virus is large and if it 
8 sufficiently neurotropic, the corresponding area of 
the central nervous system is invaded (8). 

Sabin believes that poliomyelitis antibody acts mainly 
onvirus at the sites of extraneural multiplication. Tnus, 
there is reduction of the amount of virus entering 
peripheral nerve endings and prevention of “feed back” 
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of virus from extraneural tissues into blood. ( Science, 
123: 1,151, 1956.) ; 


Treatment of Angina with Dicumarol 


SEVERAL REPORTS have suggested that long-term anti- 
coagulant therapy is beneficial for the control of pain 
in patients having angina pectoris. Gabrielsen and 
Myhre tested that thought in a small group of patients 
who had had angina pectoris for at least one year. The 
subjects received either Dicumarol or placebo tablets 
during alternate periods of the two years during which 
the study was continued. Effects of treatment were 
assayed by having the patient keep a report card that 
indicated an estimate of amount of pain and of nitro- 
glycerin consumption. Results did not indicate that 
Dicumarol treatment had a greater effect than a placebo 
treatment on the cardiac pain in cases of angina pec- 
toris. (Circulation, 17: 348, 1958.) 


Penicillamine in Wilson’s Disease 


IN A REViEW of current literature, Blattner summarizes 
the experiences with chelating agents in the treatment 
of hepatolenticular degeneration. The basic defect in 
Wilson’s disease is an inability to synthesize the copper- 
binding protein, ceruloplasmin. Copper accumulates 
in the liver, brain and kidneys and the plasma level of 
copper is decreased. (While in normal persons about 
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10 per cent of the serum copper is not protein-bound, 
in Wilson’s disease, 60 to 80 per cent of the serum 
copper is unbound.) 

On the premise that the symptoms of this disease 
stem from the accumulation of copper in the body, 
therapy has been directed toward its removal. BAL 
(2,3-dimercaptopropanol) was found capable of effec- 
tively mobilizing copper from the tissues. However, 
repeated intramuscular doses were necessary, severe 
toxicity occurred, and some cases were resistant. Other 


chelating agents were also found effective in increasing . 


the urinary excretion of copper. 

Recently, the sulfhydryl amino acid, penicillamine 
(dimethyl cysteine), has proved of value in removing 
copper from patients with hepatolenticular degenera- 
tion. It has been niore effective than BAL and has the 
added advantage of being effective orally. While it is 
considered that penicillamine is a valuable advance in 
the treatment of this disease, much study of this disease 
remains to be done. For example, intestinal absorption 
of copper is excessive in Wilson’s disease. Ceruloplas- 
min deficiency alone does not explain this phenome- 
non. (J. Pediat., 52: 758, 1958.) 


Endocrine Influences in Breast Cancer 


Ir seems clinically evident that there are important 
endocrine influences in the growth and spread of 
carcinoma of the breast. The best-known relationship 
concerns the influence of estrogens which seem to 
encourage growth and spread in many instances. 
Ovariectomy and adrenalectomy have been used for 
the purpose of curtailing that undesirable estrogen 
effect. 

The fact remains that not all breast cancers behave 
alike. This is strongly indicated in a report by Wilson, 
Jessiman, and Moore who observed three patients with 
advanced carcinoma of the breast in whom the disease 
was accelerated after ovariectomy, and one patient 
who was made worse by adrenalectomy. The authors 
proposed that enhancement of cancer growth was due 
to release of pituitary activity, previously checked by 
estrogens. (New England J. Med., 258:312, 1958.) 


Unusual Manifestations of Aortic Stenosis 


THE DIAGNOSIS of aortic stenosis can be tricky. Some- 
times it is missed because the findings are atypical. 
Other times a diagnosis of aortic stenosis is made be- 
cause of clinical findings that seem to support the diag- 
nosis, but the lesion turns out not to be present. Fur- 
ther diagnostic confusion results when the lesion is 
complicated, as it tends to be, in peculiar ways. 
Examples of the last are set forth in a symposium on 
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unusual manifestations of aortic stenosis. Include in 
the catalogue of cases were the following varieties: 

1. Aortic stenosis complicated by bacterial e1do- 
carditis that led to the development of cardiac-aortic 
fistulas— one opening into the right atrium and another 
into the left ventricle. 

2. Calcific aortic stenosis complicated by subacute 
bacterial endocarditis that led to coronary embolism, 

3. Calcific aortic stenosis, embolism of calcific ma- 
terial to the coronary arterial circulation, and cystic 
medial necrosis of the aorta. 

4. Calcific aortic stenosis accompanied by cystic 
mediai necrosis of the aorta and formation of a dissect- 
ing aneurysm. (Proc. Staff Meet., Mayo Clin., 33: 209- 
234, 1958.) 


Carotenemia 


Tue Lorp CoueEN oF BirKENHEAD gives the following 
classification of causes of hypercarotenemia. 
1. Excessive intake 
2. Hyperlipemia 
a. Diabetes mellitus 
b. Nephrotic syndromes 
c. Hypercholesteremic lipoidoses 
d. Hypothyroidism 
3. Failure of conversion of carotene into vitamin A 
a. Inborn error of metabolism 
b. Hypothyroidism 
4. Failure of oxidation of carotene (Ann. Int. Med., 
48: 219, 1958.) 


Streptovaricin for Tuberculosis 


KARLSON HAS PROVIDED additional experimental evi- 
dence that streptovaricin is an effective agent for the 
treatment of tuberculous infection. The antibiotic re- 
sulted in regression and healing of lesions in guinea 
pigs infected with tubercle bacilli resistant to strepto- 
mycin and to PAS. 

At the beginning of the experiment, 20 guinea pigs 
were inoculated intraperitoneally with the antibiotic- 
resistant tubercle bacilli. Twenty-five days later, four 
animals were killed and were found to have gross evi- 
dence of tuberculosis. The remaining 16 animals were 
divided into two groups of eight animals each. A “con- 
trol” group received no treatment, and the other group 
was given streptovaricin by mouth. All of the control 
animals developed extensive tuberculosis during the 
period of the experiment (83 days of infection). In the 
treated animals, it was apparent that streptovaricin had 
caused regression and healing of tuberculous lesions 
that had been progressing when treatment was started. 


(Proc. Staff Meet., Mayo Clin., 33: 193, 1958.) 
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Masculinizing Effect of Progesterone 


Ir is KNOWN that progesterone has some androgenic 
properties. As evidence for that fact, Hayles and Nolan 
reported two cases of masculinization of the female 
genitalia in infants born of women who had received 
progesterone during pregnancy. The hormone had 
been used in both instances in the management of 
threatened abortion. (Proc. Staff Meet., Mayo Clin., 33: 
200, 1958.) 


Malignolipin—An Ingredient of Malignant Tumors 


KOSAKI AND HIS COLLEAGUES at the School of Medicine 
of the Mie Prefectural University in Japan have dis- 
covered.a new phospholipid, found specifically in ma- 
lignant tumors, but never in normal tissues. The sub- 
stance, called “malignolipin” by the authors, is 
composed of choline, spermine, phosphoric acid and 
fatty acid. It is present in high content in tumors of 
high malignancy and in the rapidly growing part 
of the tumor—in low content in necrotic tumors or in 
the degrading part of a tumor. 

The discovery was the outcome of a complicated and 
laborious biochemical procedure. The authors have 
high hope that their discovery “‘will greatly contribute 
not only to the diagnosis of malignant tumors but also 
to the elucidation of their pathogenesis and, further, 
to the discovery of means to make them subside.” 
(Science, 127: 1,176, 1958.) 


Purpura Due to Quinidine 


AtrHoucH the paucity of cases of purpura due to 
quinidine therapy suggests that this is an unusual 
complication, Hunt, Anderson and Hanlon believe 
that this is not necessarily so. They propose that there 
may have been many cases not reported in scientific 
literature. 

In presenting four cases of their own, the authors 
call attention to various typical and atypical features. 
For example, in one case, the clinical response to a 
single dose of 0.2 Gm. of quinidine sulfate resulted in 
an anaphylactic reaction followed by purpuric mani- 
festations. 

This toxic reaction to quinidine is a result of 
thrombocytopenia. The pathogenesis is shown in the 
diagram at the right. 

The onset of thrombocytopenic purpura related 
toquinidine usually is preceded by minor premonitory 
symptoms. Then, insidiously or explosively, purpuric 
manifestations have their onset. Almost always, there 
isa history that the patient has previously taken 
quinidine, although occasionally the patient will not 
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give this history, presumably because he is unaware 
of previous quinidine therapy. 

The illness is self-limited, usually subsiding within 
a week. The diagnosis is made clinically on the basis 
of finding thrombocytopenia. Special serologic tests 
can be used for confirmation. (Proc. Staff Meet., Mayo 
Clin., 33:87, 1958.) 


Ascaris Ileus in Children 


OsstructIon of the intestinal tract by a coiled mass of 
Ascaris lumbricoides is a rare but serious occurrence 
in infancy and childhood, according to McCort. When 
large numbers of mature worms migrate from their 
usual habitat in the jejunum, they may form a bolus 
that blocks the intestinal lumen. If the cause of the ob- 
struction is not recognized and corrected, necrosis of 
the bowel, perforation, peritonitis and death may 
follow. 

The most likely reservoir of infection is excreta pres- 
ent in the moist, shady soil around dwellings and play 
areas as a result of lack of toilet training or the absence 


PATHOGENESIS 
OF QUINIDINE-INDUCED 
THROMBOCYTOPENIC PURPURA 


1. Quinidine combines with platelets to form 
a complex having antigenic properties: 


O+Q-Q 


3. When quinidine is next ingested, the platelet- 
quinidine complex reacts with the antibody: 


4. Platelet destruction results: 
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of toilet facilities for children. Symptoms due to infec- 
tion with worms may be absent or may suggest a mild, 
chronic, ill-defined gastrointestinal upset. When ileus 
results from migration of the worms, the infected bowel 
becomes distended and hyperactive. A cramping and 
colicky abdominal pain results. 

The mass of worms within a distended segment of 
intestine can be identified on a plain film of the abdo- 
men. In contrast to the air in the intestine, the worms 
appear as linear densities of uniform caliber. Once the 
diagnosis is established by stool study or radiographic 
examination, conservative medical treatment will usu- 
ally effect a cure. Occasionally operative removal is 
necessary when medical means are unsuccessful or 
signs of perforation are present. (Radiology, 70: 523, 
1958.) 


Meigs’ Syndrome 


‘THE SYNDROME as originally described by Meigs con- 
sists of ovarian fibroma with ascites and hydrothorax 
in which the effusions disappeared following removal 
of the tumor. However, according to Mokrohisky, it is 
not generally appreciated that the same syndrome may 
be associated with malignant ovarian neoplasms. Re- 
moval of the malignant ovarian tumor in such cases is 
also followed by disappearance of the effusions. 

The author reports two cases of the syndrome, one 
being due to a fibroma of the ovary, in the other, to 
bilateral cystadenocarcinoma of the ovaries. In both 
cases the effusions disappeared following the removal 
of the tumor. 

It is important to recognize that ascites and hydro- 
thorax associated with a malignant ovarian tumor may 
not indicate secondary metastatic implants of the peri- 
toneum and pleura. In some cases the effusion will 
disappear either for a number of months or perma- 
nently following removal of the malignant ovarian tu- 
mor. Thus, surgical removal of the tumor is indicated, 
whether benign or malignant, and the patient’s condi- 
tion should not be considered hopeless. (Radiology, 
70: 578, 1958.) 


Penicillin Blood Levels 


THEORETICALLY, there are two ways in which the blood 
levels of penicillin can be enhanced when the anti- 
biotic is given by mouth— (1) by giving a form of peni- 
cillin (phenoxymethy] penicillin or penicillin V) that 
is absorbed from the gastrointestinal tract more com- 
pletely and more rapidly, or (2) by administering an 
agent (probenecid) that will delay the excretion of 
penicillin by the renal tubules. Siemienski and her 
colleagues have confirmed that both methods are prac- 
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tical and have shown that inhibition of penicillin exc:e- 
tion is the more effective means of raising levels of in- 


jected penicillin. (Am. J.M.Sc., 235: 517, 1958.) 


Short-Term Treatment of TB Meningitis 


ALTHOUGH KENDIG AND JOHNSTON recognize that a 
minimum of 18 months to two years of antimicrobial 
therapy is indicated in tuberculous meningitis, at tines 
this is not feasible. They report the findings on 16 sur- 
viving children with tuberculous meningitis who re- 
ceived antimicrobial therapy for 12 months or less. 
Antimicrobial therapy consisted of isoniazid, strepto- 
mycin and para-aminosalicylic acid. All three drugs 
were used when therapy was begun, but intramuscular 
streptomycin was discontinued as soon after comple- 
tion of a three-month course as activity of the patho- 
logic process permitted. The average duration of 
follow-up study was 42 months, with no case of relapse. 
The results suggest that the accepted longer course of 
therapy may not always be necessary, but the authors 
do not recommend the adoption of such a short course 
of treatment. (New England J. Med., 258: 928, 1958.) 


Pseudohermaphroditism 


ADMINISTRATION of androgens to the pregnant mouse, 
rat, hamster, ground hog, rabbit and monkey has re- 
sulted in intersexes according to Nellhaus. Female 
pseudohermaphrodites have been born of mothers 
treated with androgens during pregnancy. The author 
reports a sixth case of nonadrenal female pseudo- 
hermaphroditism in which the mother had been treated 
with an androgen during pregnancy. The author cau- 
tions that androgenic hormones should be avoided 
during pregnancy especially in the third and fourth 
months, for at this period exposure to androgens may 
modify the development of external genitalia in the 
female fetus. (New England J. Med., 258: 935, 1958.) 


Comparison of Bronchodilator Agents 


Kory AND HIS ASSOCIATES used objective measurements 
in an effort to evaluate the bronchodilator activity of 
subcutaneous epinephrine and intravenous amino- 
phyllin. Their studies demonstrated that subcutaneous 
epinephrine was significantly superior. 

The authors employed a dose of 0.3 mg. of ept- 
nephrine subcutaneously. This dose did not result in 
the undesirable side effects of anxiety, dizziness, pallor, 
palpitation and headache often encountered when 
larger doses are used. Side effects were more frequently 
noted when intravenous aminophyllin (0.5 Gm.) was 


used. (Am. Rev. Tuberc., 77: 729, 1958.) 
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Transfusion of Rh-Positive Blood 


Q. 1. Is it permissible in an emergency to give Rh-positive 
blood to an Rh-negative patient: (a) female patient in 
childbearing age; (b) female patient not in child- 
bearing age; (c) male patient ? 

2. If the answer is yes, (a) under what conditions is it 
permissible; (b) what medicolegal safeguards are 
necessary ? 


A. If it is absolutely necessary to use Rh-positive 
blood (i.e., the situation wherein immediate trans- 
fusions would be lifesaving) then of course this type of 
blood should be employed. Of course, this would not 
be given to a person already immunized, and in whom 
the transfusion itself could lead to a fatality. Other- 
wise, blood should always be given within the frame- 
work of Rh compatibility. 

While it is true that one would be less willing to 
transfuse a woman in the childbearing age group with 
Rh-positive blood if she were Rh negative, it should 
be re-emphasized that this is a secondary consideration 
and that the primary consideration again is that the 
blood transfusion should be absolutely necessary ir- 
respective of the patient to whom it is administered. 
If, of course, there were a choice between patients, 
then the woman beyond the childbearing age or a 
man would be a better candidate for the Rh-incom- 
patible transfusion. 

With respect to medicolegal implications, it should 
be pointed out that these apply to all recipients, al- 
though again, the likelihood of consequences would 
be greater in the woman in the childbearing age. From 
a medicolegal standpoint, it is mandatory that careful 
documentation be kept of the reasons why Rh-positive 
blood is given to Rh-negative recipients, with it being 
particularly explained: (a) why the transfusion was 
considered to be absolutely required (in which case it 
would be desirable to have this opinion corroborated 
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Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities 
in the appropriate fields of therapy and diagnosis. 


Information Please 


by a colleague and so recorded), and (b) that no 
compatible blood could be obtained within the limits 
of time available in order to save the patient’s life. 


A Problem of Etiquette 


Q. A patient came to the office with what appeared to be 
an infection secondary to treatment for warts by a 
chiropodist. I did an “I and D” and injected peni- 
cillin. Later the chiropodist called me on the phone 
and stated that it was not an infection, but a reaction 
to the acid he used to treat the plantar warts. He 
further stated that I should have sent the patient back 
to him without treating him. The question arises as 
to the ethics in a case of this sort. I had believed that a 
patient presenting himself for treatment implies 
consent to being treated without informing the previ- 
ous practitioner, especially one not directly related 
to medicine. Please enlighten me. 


A. The physician in this situation is undeniably 
correct in his assumption of consent. Relationships 
between doctors of medicine and the paramedical 
fraternity depend upon the individuals involved. 
Presumably the chiropodist’s treatment was proper, 
but he failed adequately to secure the patient’s confi- 
dence. The physician might have talked with the 
chiropodist for their mutual enlightenment before 
treating the patient, but he was under no obligation to 
do so. 


Old Vaccines 
Q. Do polio vaccine and influenza vaccine have any 


value if they are given a month past their dating ? 


A. Inquiries are frequently received concerning the 
use of biologic products beyond the expiration date 
shown on the package. The expiration date means the 
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date beyond which the product vannot be expected 
beyond reasonable doubt to yield its specific results. 
It is obvious that some products are more stable than 
others, thus permitting a longer dating period. It is 
also true that the potency of a product declines gradu- 
ally with time and does not rapidly diminish at the ex- 
piration of the dating period. Additional factors, apart 
from inherent stability, which are taken into considera- 
tion in deciding upon the dating period of a product, 
are the type of container, the closure and the tempera- 
ture and other conditions of storage. The residual 
potency at any particular time after the expiration date 
cannot be predicted and could only be determined by 
the application of specific tests. The expiration date 
furthermore represents the date beyond which the 
manufacturer does not recommend use of the particu- 
lar product. In the circumstances, therefore, any use 
of such a product beyond the expiration date shown 
on the package would in effect be on the sole respon- 
sibility of the user. 


Tolbutamide for Diabetes Mellitus 


Q. How effective has tolbutamide (Orinase) been when 
used to treat diabetes mellitus in older people? 


A. Miller and Craig (1956) used tolbutamide success- 
fully in the management of a limited number of dia- 
betics. Hypoglycemia was produced by tolbutamide in 
a partially-depancreatized patient. Diabetes associated 
with Cushing’s syndrome responded well to tolbuta- 
mide treatment. These investigators found no toxic 
symptoms in a six-months’ trial with tolbutamide. 
They observed that tolbutamide did not affect the 
glucagon content of the pancreas. 

Dolger (1957) reported his findings with tolbuta- 
mide therapy in 700 patients. He succinctly states, 
**Orinase’s success in juvenile diabetes is so rare that 
it can be considered zero. But in the age group between 
20 and 40 years, it will be successful in one out of three 
patients; and in the age group from 40 years on it will 
be successful in four out of five patients.” The great 
majority of diabetics fall within this last mentioned age 
group and therefore have an 80 per cent chance of 
success with oral tolbutamide therapy. 

In Joslin’s clinic, Marble (1957) reported on the 
treatment of 420 selected diabetics in which 64 per 
cent had achieved good or fair control of their hyper- 
glycemia or absence of glycosuria. Untoward side ef- 
fects were encountered in less than 1 per cent of these 
patients. It is estimated that since November, 1955, to 
June, 1957, approximately 18,000 of the nation’s esti- 
mated 1.6 million diabetics have been treated with 
tolbutamide. 


156 


Postoperative Climacteric 


Q. A 42-year-old woman has had a hysterectomy «nd 
bilateral obphorectomy. A large endometrial cyst with 
adhesions to sigmoid and floor of pelvis was found 
and the uterus had adenomyosis. At two months after 
operation, she is having very severe menopausal symp- 
toms—vasomotor, arthralgic and emotional. How 
should she be treated? Is there any danger in using 
estrogen ? 


A. Recent work has shown that large doses of stil- 
bestrol inhibit ectopic endometrial tissue. For relicf of 
the symptoms mentioned a combination of an estrogen 
and an androgen would be preferable. I would suggest 
1 cc. of Deladumone (Squibb) intramuscularly twice 
a week until symptoms are controlled, then gradually 
decreased to once a month or less. 


Rare Neurologic Syndrome 


Q. What is the latest treatment for Jakob-Creutzfeldt 
disease? What is the latest literature available on 
this disease ? 


A. This is a neurologic syndrome rather than a dis- 
ease. Usually having its onset in middle life or later, 
the syndrome combines features of cerebral cortical 
and pallidal (parkinsonian) degeneration with muscu- 
lar atrophy of spinal origin (as in amyotrophic lateral 
sclerosis). The etiology has not been determined; con- 
sequently no rational treatment has been devised. A 
late study by Ajuriaguerra, Hecaen, Layoni and Sa- 
doun was published in Revue Neurologique (French), 
Vol. 89, pp. 81-99, 1953. ° 


Slenderizing Programs 


Q. What information do you have regarding the various 
slenderizng systems (the Stauffer System, Slender- 
ella, the Relaxicisor) ? Is there any sound physiologic 
basis for their action ? 


A. The various slenderizing systems (the Stauffer 
System, Slenderella, the Relaxicisor, etc.) employ low 
calorie diets, exercise, manual and mechanical massage 
in various combinations. These are often combined 
with skin creams and other proprietary preparations. 
The physiologic effects of caloric restriction and exer- 
cise are well known. The effects, if any, of massage in 
changing body contour and of cosmetic agents in slen- 
derizing and beautifying are less soundly based on 
physiologic principles. 
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Virus-Like Particles 


(Seventh International Cancer Congress, London, July 8.) 
Rounp osyects that look like virus particles have been 
observed in lymph nodes of three patients with leu- 
kemia. In these and in eight other leukemic patients, 
electron microscopy detected cellular changes in lymph 
nodes similar to those seen in leukemias caused by vi- 
ruses in animals.—Drs. Leon Dmocuowsk1, Curron D. 
Howe and associates, Anderson Hospital, Houston, Tex. 


And More Particles 


(Ibid, July 10.) Virnus-LIkE PARTICLES similar to those 
observed in the Texas studies have been detected in 
about half of extracts from human cancers of the 
stomach, lungs, breast, central nervous system, mela- 
nomas and leukemias. They can be grown in tissue 
culture, where they show virus-like nature. The agents 
have also sometimes been cultivated from extracts of 
polyps of the stomach.—Pror. ALEXANDER D. Trmo- 
FEJEVSKY, Institute of Experimental Pathology and 
Therapy of Cancer, Moscow. 


Soviet Cancer Notes 


(Ibid, July 10.) LUNG CANCER is not so frequent in the 
USSR as elsewhere, and is extremely rare in women. 
Smoking plays a part in lung cancer but is “not the 
principal cause.” Some persons may in time become 
inured to effects from smoking, said Dr. Alexander 
Rakov of Leningrad. Cancer of the stomach is the 
lading site of cancer in the USSR, accounting for 29 
per cent of all cancers. Lung cancer accounts for only 
6to 7 per cent, said Prof. Nicolai Blohkin of Moscow. 
lung cancer has increased recently in the Soviet 
Union, but not at the rate of other nations. Soviet 
physicians have nothing up their sleeve which is not 
wailable to other physicians treating cancer. Drugs 


Here each month are published notes of progress 
in diagnosis and treatment as reported at recent medical meetings. 
GP’s aim is to get news of new drugs and other developments 

to physicians no later than their patients read of them 

in the daily press and weekly newsmagazines Report of a new theory 
or therapeutic claim here, prior to its formal endorsement 

in the medical literature, is not to be regarded as endorsement 

or verification by the editorial staff. 


Medigrams 


sometimes bring temporary benefits, but the main reli- 
ance is on surgery and radiation. 


Paviovian 


(Ibid, July 10.) Mick oF A STRAIN susceptible to breast 
cancer develop these tumors more frequently if they 
are subjected to nervous stress, or in a degree made 
“neurotic.” Presumably the effect is to upset, through 
nervous control, the pituitary and the balance of hor- 
mones which seem to play a role in development of 
breast cancer.—Dnrs. R. E. Kaversxy, N.'M. Turke- 
vicu and E. M. Samoonncean, Kiev, USSR. 


Cigarettes 


(Ibid, July 8.) Tue DEATH RATE is higher among regu- 
lar users of tobacco than nonsmokers, a study of 
nearly 200,000 U.S. veterans indicates. Those who 
regularly smoked only cigarettes had a death rate 58 
per cent higher than that of nonsmokers. They had 
ten times the rate of lung cancer.—Dr. Harotp F. 
Dorn, chief statistician, National Institutes of Health, 
Bethesda, Md. 


Delayed Action 


(Ibid, July 11.) Some DEATHS now are being reported 
and ascribed to injections years ago of Thorotrast, a 
contrast agent for x-ray diagnosis of the liver and 
spleen. Containing radioactive thorium, it was widely 
employed in many countries before the hazards of 
radiation were really appreciated. Nine cases now have 
been reported of a rare type of liver cancer believed 
due to thorium radiation. The liver tumor may be the 
main kind of cancer hazard expected from the thorium. 
—Drs. B. Looney, J. B. Hursu, M. Cotopzin, 
and L. T. Stepman, National Naval Medical Center 
and University of Rochester. 
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Progress 


(Ibid, July 11.) “The first breakthrough in control of 
cancer by chemical means has been accomplished.” 
What lies ahead “‘is not a wildnerness but a visible 
territory which requires only cultivation with the use 
of methods already in our possession and along direc- 
tions which are clearly charted.” Four years hence, “it 
may be expected with confidence that important prog- 
ress will be reported on the control of at least a few of 
the many forms of cancer in man by the use of chemi- 


cal agents alone.”—Dr. Smney Farper, director of 


research, Children’s Cancer Research Foundation, Boston. 


Betel Innocence 


(Ibid, July 11.) Cuewinc of betel nuts has long been 
blamed in cancer research as a cause of mouth cancer. 
But the nuts, obtained from Asian palms, seem to be 
entirely innocent in a survey of more than 30,000 
Indians. If anything, the nuts seem to have a protec- 
tive effect in people who chew or smoke tobacco at the 
same time.—Pror. V. R. KHANOLKHAR, Bombay. 


Air Pollution 


(Ibid, July 8.) BenzpyRENE in the air, from incomplete 
combustion of fuels, seems to be the main suspect in 
etiology of lung cancer. Its presence has virtually been 
eliminated in a few Soviet cities by careful attention to 
efficient combustion of coal and oil in factories and 
homes. But there has not yet been sufficient time to 
establish whether this will result in lowered cancer 
incidence.—Pror. L. M. SHaBap, Leningrad. 


Bladder Cancer 
(Ibid, July 9.) OrnaL ADMINISTRATION of lactone looks 


promising as a means of preventing recurrence of 
bladder cancer. Developed by Dr. E. Boyland of the 
Chester Beatty Research Institute in London, it is de- 
signed to block a chemical reaction producing a car- 
cinogenic chemical in the urine.—Dr. Mitton Friep- 
MAN, New York City. 


Fighting Defense 


(Ibid, July 9.) Ficutine has an anti-leukemogenic in- 
fluence in a strain of mice which normally is susceptible 
to the disease. Females ordinarily die of the disease 
at age 270 days and males when they are 305 days old. 
But if the males are kept from fighting, they die as 
early as do the females. Fighting males live longer, 
perhaps because the fighting stimulates the adrenal 


gland.—Dr. Paut Lemonpg, University of Montreal, 
Canada. 


Cancer Antibiotic 


(Ibid, July 10.) Suucut but definite objective improve- 
ments have been noted in about one-fifth of 54 patients 
with various forms of cancer treated with Actinomycin 
D, an experimental antibiotic. The series included pa- 
tients with Wilm’s tumor, bone cancer and cancers of 
the muscle, nervous and lymphatic tissues. A draw- 
back is early development of gastrointestinal disturb- 
ances.—Drs. C. T. C. Tan and Joserpn H. Burcuenat, 
Sloan-Kettering Institute, New York City. 


Degenerative Diets 


(British Medical Association, Birmingham, Eng., July 
18.) GIVING CHILDREN unlimited food may well produce 
“early maturity, a certain amount of obesity and in- 
creased chronic degenerative disease later. ... We 
send a bus to take a child a quarter of a mile to school, 
where unlimited amounts of milk are then poured 
down its throat before it returns home to sit in front 
of a television, perhaps smoking a cigarette. If it sur- 
vives and gets into industry, its activity will become 
less and less as more and more machines do the work 


for it.”—Dr. Hucu M. Sinciair, Oxford University. 


Heal Thyself 


(Ibid, July 16.) Ir prysicians think smoking is harmful, 
they should give it up themselves before advising pa- 
tients to do so, physicians agreed in a panel discussion. 
Prof. W. Arnott, professor of medicine at Birmingham 
University, who uses cigars and pipes, said, “If you 
must smoke, smoke in private” and not in front of 
patients. Another physician deplored smoking in pub- 
lic, and particularly making cigarettes available at very 
low cost to young men in military service. 


Fathers and Obstetrics 


(Ibid, July 17.) Fatuers who insist upon being present 
at delivery of their children are a nuisance who make 
extra work for the medical staff because they must be 
watched and guided or sometimes even revived. 
**Husbands have a legal right to be there but they are 
a pest,” said Prof. H. C. McLaren of Birmingham. He 
suggested wives decide whether the husbands should 
be present. But Prof. W. C. Nixon of London says, 
“This movement is gaining so much momentum that 
those of us alive in 50 years will find husbands attend- 
ing every confinement.” 
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The portent of the Forand bill, currently before 
the United States House of Representatives, 

is clearly depicted in these questions and answers. 
This information was taken from a recent 
American Medical Association mailing piece 
which explains how adoption of the Forand bill 
would lead to total socialization of medicine 

in this country.— Publisher 


1,Q. What is the Forand bill ? 

A. The Forand bill, H.R. 9467, is an AFL-CIO 
sponsored amendment to the present Social Security 
Act. The bill proposes to provide government hospital 
and surgical care for approximately 13 million 
ligible social security claimants, principally persons 
wer 65. The bill was introduced in the House in 
August 1957 by Representative Aime J. Forand (D— 
R.1.). It was referred to the House Ways and Means 
Committee of which Forand is the third ranking 
member. The committee is expected to begin hear- 
ings in May. 


2.Q. In brief, what would the Forand bill do in the 
field of health care? 

A. The Forand bill would bring the aged and 
other Old-Age Survivors Insurance claimants under 
government-supervised health care. The government 
would make contractual agreements to reimburse 
hospitals, nursing homes, physicians and dentists 
for specified services rendered to the 13 million (1958) 
weial security claimants (expected to be as many as 
22 million by 1975). Payments would be made directly 
to hospitals, physicians and nursing homes. No pay- 
ments ould be made, however, to individual claimants. 
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The Forand Bill: What It Means to Medicine 


Special Features 


3. Q. What would the health care proposals cost all 
workers ? 

A. There is no way of accurately predicting the 
cost. It could prove so costly that it would jeopardize 
the retirement security of millions of Americans 
who depend on social security for their basic retire- 
ment needs. For the first time last year the social 
security system received less income than it paid out. 
Taxes to finance the present program are already 
scheduled to reach 8% per cent of payroll up to 
$4,200 in coming years. The Forand bill provides for 
raising the social security tax base from the first 
$4,200 of income to the first $6,000. The tax rate would 
also be increased 4% of 1 per cent for both employers 
and employees and % of 1 per cent for self-employed 
persons. This increase, in addition to those already 
provided by the social security law, would mean that 
a self-employed person could be paying $427.50 in 
social security taxes by 1975. 


4.Q. Would this raise in the social security tax cover 
the cost of the program ? 

A. Possibly at its inception. However, other 
countries with similar socialistic health programs 
have found that their costs were several tines larger 
than the original estimates. It is most likely that the 
Forand bill program would eventually cost much 
more than $2 billion per year and that the taxes would 
have to be raised accordingly. 


5. Q. What are the basic faults of the Forand bill in 
the field of health care? 
A. The Forand bill proposes a political solution 
to a health problem. It is a health care bill developed 
by nonmedical people (chiefly the AFL-CIO). 
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6. Q. Would the Forand bill adversely affect health 
care for the rest of the population ? 

A. Overutilization of hospitals by social security 
claimants would limit the number of beds available 
for the acutely ill of all ages in the community. Pro- 
visions for extensive free hospitalization would create 
a needless and dangerous crowding of hospital space. 
In many countries where similar legislation is in 
effect, there has been a staggering increase in use of 
hospital facilities by those over 65. (In Saskatchewan, 
Canada, for example, the average person over 65 
occupies a hospital bed 7.2 days a year; in the United 
States the average person over 65 occupies a hospital 
bed 2.5 days a year.) 


7. Q. Could all doctors, hospitals and nursing homes 
participate ? 

A. No. Only those that enter into contracts with 
the government. Furthermore, except in an emergency, 
surgery could be performed only by a surgeon certified 
by the American Board of Surgery or one who is a 
member of the American College of Surgeons. Elective 
surgery is not included. Care would not be authorized 
in a mental or tuberculosis hospital. Nursing homes 
would (1) have to be operated in connection with a 
hospital or (2) operated under the general direction 
of a licensed doctor or surgeon. 


8. Q. Who would determine fees for doctors and charges 
for hospitals and nursing homes ? 
A. The federal Department of Health, Education 
and Welfare would make the final determination 
in such matters. 


9. Q. Who would administer this program and set 
standards of care? 

A. The program would be administered by the 
Secretary of Health, Education and Welfare: The 
government would set and enforce standards of health 
care under bureaucratic control. 


10. Q. What hospital and nursing home services would 
be provided by the Forand bill ? 

A. The bill provides a combined total of 120 days 
free hospital and nursing home care but with a 
maximum of 60 days hospitalization. However, before 
a person can receive nursing home care he must be 
transferred there from a hospital for further treatment 
of the same illness. 


11. Q. Are any other services provided by the Forand bill ? 
A. Oral surgery would be provided, but only to 


those persons who were hospital bed patients. Oval 
surgery is not defined. 


12. Q. What effect would the Forand bill have on voliin- 
tary health insurance ? 

A. The health insurance industry has proved its 
ability to handle the extensive insurance needs of our 
growing population. Because of its experience and 
success in other fields, it is reasonable to allow it time 
to solve this additional problem—medical coverage for 
our citizens in the 65-and-over group. Approximately 
50 per cent in this age bracket has some coverage now, 
as compared to only 20 per cent in 1950. Passage of the 
bill would give voluntary health insurance a set-back 
from which it would never recover. This bill would do 
irreparable harm to the one method through which our 
older citizens can take care of their health needs ona 
free-choice basis, maintaining full independence. Under 
the Forand bill the aged would become, in effect, wards 
of a bureaucratic system. 


13. Q. How do the uninsurable receive health care? 

A. The 3.5 million or so, 65 or over, who are un- 
insurable because of inadequate income, assets or 
other means of support generally receive medical care 
through welfare programs. Aside from aid granted by 
many private, fraternal and religious organizations, 
more than $3 billion in federal and state aid is given 
annually to those in the four categoric aid programs 
(aid to the blind, handicapped, dependent children, 
aged) for medical and other expenses. 


14. Q. How good are the statistics on the health problems 
of the aged ? 

A. AMA has studied the available statistics. They 
have been found to be neither conclusive nor complete. 
The greatest need right now is for a comprehensive 
study of the health problems of the aged, rather than 
for drastic remedies for a situation about which so 
little is known. 


15. Q. Could the age limit for the Forand health care be 
held at 65? , 

A. Probably not. Supporters of the bill have indi- 
cated that they would like to see government-regulated 
health care made available to younger persons, perhaps 
first starting at age 60, then 55, and so on, eventually 
bringing everyone under a government-dictated health 
program. Ultimately the practice of medicine in America 
would be totally socialized, which could result in an 
inferior grade of health care. 
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“It is amusing to read and hear of the passing of the 
family physician. There never was a time in our history 
in which he was so much in evidence, in which he was 
so prosperous, in which his prospects were so good or 
his power in the community so potent. ... A well- 
trained, sensible doctor is one of the most valuable 
assets in the community, worth today as in Homer’s 
time, many another man. To make him efficient is our 
highest ambition as teachers, to save him from evil 
should be our constant care as a guild.” So wrote Sir 
William Osler in 1902. The same thoughts might well 
have been written in 1958. 

If the physician of the future is to be fully prepared 
to manage with the patients he will be called upon to 
see, it becomes necessary to project today’s medical ed- 
ucation and medical practice against the background of 
increasing population and changing concentration, the 
concomitant increased need for physicians, and chang- 
ing emphases in medical practice itself. Future medical 
needs must be anticipated in the light of events which 
even now are casting their shadows. 


Analysis of Patient Loads by Geographic Regions 


Analyzing the average daily patient load of the 
general practitioner, and of the full-time and part-time 
specialist, we find that the general practitioner in the 
United States sees a daily average of 18.5 patients. In 
the northeastern section of the country, the figure is 
somewhat below the national average, while that in 
the Midwest is considerably above. There is only a 
slight variation from the national average in the South 
and West. 

In the Northeast only the pediatrician with a daily 
average of 17.1 patients, and the group designated as 
“All Other Full-Time Specialists” including derma- 
tologists, allergists, neuropsychiatrists and proctol- 
ogists, surpass the daily patient load of general practi- 
tioners. 

In the Midwest the general practitioner sees an 
average of at least four more patients per day than the 
above groups. In the South pediatricians see fewer pa- 
tients per day, but other full-time specialists exceed 
the general practitioner’s average patient load. In the 
West the general practitioner sees about five fewer pa- 
tients per day than the urologist, but otherwise exceeds 
the daily average of all other physicians reporting. 
(Table 1) 

In considering the figures in Table 1, it should be 
temembered that they are based upon a full seven-day 
week throughout the entire year. Most physi¢ians re- 
port, however, that they devote no more than five full 
days to practice each week, exclusive of emergencies. 
Thus, days off and vacation periods, which vary greatly 
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How Many Patients Per Day? 


This is the second of a series of articles dealing 


The articles, prepared by the GP editorial staff, 
are based on statistics from the National Disease 


and Lea, Inc., Philadelphia, consultants 


to the pharmaceutic industry,— PUBLISHER 


from doctor to doctor and which currently are spread 
over all months of the year, tend to lower the daily 
average figures. In addition, because these data include 
only private practice patient visits, the time devoted 
by physicians to industrial medicine, administrative 
work and teaching in hospitals and medical schools, 
public health assignments and free clinic work also 
reduces the averages shown. These and other factors 
represent too many variables to permit accurate 
measurement of full workloads. The statistics, never- 
theless, are indicative of averages for the country as a 
whole within the areas defined by the National Disease 
and Therapeutic Index. 


Average Daily Patient Load by Population Areas 


An analysis of the average daily patient load of 
physicians in terms of the population areas in which 
they practice again finds the general practitioner 
carrying the heaviest load, closely followed by the 
pediatrician and the group of “All Other Full-Time 
Specialists.” All rural practice is shown to be limited 
to general practitioners, and their patient loads are 
greatest in areas of less than 10,000 population. It is 
noteworthy that the pediatrician’s daily average ex- 
ceeds that of the general practitioner in towns of less 
than 5,000 population in cities of 20,000 to 100,000, 
and again in cities of one million or over. The urolo- 
gist has the highest average workload in cities of one 
million or over, and the group designated as “All 
Other Full-Time Specialists” sees more patients per 
day than does the general practitioner in cities of 
50,000 to 99,000 as well as those of one million and 
over. (Table 2) 
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AVERAGE DAILY PATIENT LOAD BY GEOGRAPHIC REGION a 
I m IV Total Patient Load 
Northeast Midwest South Southwest  -——Daily Average 
The of Practice and Far West AU Regions 
General, Pracrrriongns 14.9 21.6 18.8 18.3 18.5 
Spectausts 
Internists (Including 
Cardiologists and 12.1 
Gastroenterologists) 
Obstetrivians-Gynecologists 
Obstetricians 


Gynecologists 
Otorhinolaryngologists 
Otolaryngologists 
Ophthalotorhinolaryngologis!s 
Surgeons (including 
Thoracic, Orthopedic, : 
. Neurologic, Plastic & 
Genera!) 


Pediatricians 


Urologists 
All Others 
Part-Time 


Average Daily Patient Load by Physician Age 
Groups 


The statistics presented in Table 3 present a picture 
which is both interesting and, in some respects, con- 
trary to certain commonly accepted beliefs. For ex- 
ample, the general practitioner’s heaviest average daily 
patient load is shown to occur between the ages of 25 
and 45. Below the age of 30, the general practitioner 
has the field virtually to himself because of the time de- 
voted to residency training by his colleagues who 
plan to specialize. From 30 to 35, his average load is 
exceeded, and then only slightly, by the part-time 
specialists alone. In spite of this, he sees an average 
of almost twice as many patients per day as do all 
other physicians reporting. 

The general practitioner’s daily average for the years 
from 45 to 55 exceeds the highest patient load (at any 
age) of all except the pediatrician, the urologist and 
the group designated as “‘All Other Full-Time Special- 
ists.” Even between the ages of 55 and 60, his average 
patient load is exceeded only by the pediatrician and 
the group of ‘All Other Full-Time Specialists.” 

In the age group above 60, he sees more patients 


160 


than any other physician with the exception of the 
pediatrician. (Table 3) 

As Table 4 shows, the general practitioner performs 
professional services in various fields of medicine. 
Here we can see that in a typical week the general 
practitioner will treat an average of nine patients for 
obstetric care and 13 others for gynecologic reasons. 
These data are based upon results of a survey con- 
ducted by the American Academy of General Practice. 
Although the original source was a study among mem- 
bers of the AAGP only, it illustrates the wide range 
of interests covered by the general practitioner. 


Average Daily Patient Load by Calendar Months 


Seasonality is a subject of frequent discussion among 
those in any way involved in the field of medicine. 
There has long been general acceptance of the idea 
that season of the year has a direct bearing on patient 
loads. This belief is not borne out by figures presented 
in Table 5 although that is not to say that the relative 
ranking of diseases or conditions which cause the pa- 
tient to see a physician are not affected by seasonal 
factors. 
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Table 2. 


The table shows that general practitioners, over a 
12-month period, account for 47.8 per cent of the 
patient contacts reported by all physicians. Internists, 
including cardiologists and gastroenterologists, see 11.6 
per cent of the patients; part-time specialists and the 
group of “All Other Full-Time Specialists” rank third 
at 9.2 per cent, and pediatricians are fourth at 8.9 
per cent. 

Apparently the season of the year has no appreciable 
effect upon average daily patient loads in the various 
types of practice. The slight variations which do appear 
to occur from month to month represent relatively 
small increases or decreases in the daily averages, and 
do not follow any discernible, consistent pattern. 


The Era of Preventive Medicine 


Great advances in the treatment or virtual elimina- 
tion of many diseases are accepted by many persons 
as almost commonplace. In recent years, we have seen 
the wiping out of yellow fever which formerly cost the 
United States some $100 million each year. We have 
seen the dramatic decline in typhoid fever mortality 
from « high of 35.9 per 100,000, and similar decreases 
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in smallpox and diphtheria. Scarlet fever has almost 
disappeared, and the high mortality associated with 
pneumonia has been drastically lowered. Even whoop- 
ing cough, since the advent of pertussis vaccine, is 
rapidly declining. 

The tremendous resources which have been brought 
to bear in the diagnosis and prevention of poliomyelitis, 
and the great strides which have been made in re- 
habilitating its victims, have meant that permanent 
deformities resulting from the disease are now much 
milder if not fully eliminated. 

The Metropolitan Life Insurance Company reports, 
too, that death claim payments for polio have decreased 
dramatically in the past five years. Last year, the com- 
pany disbursed only $52,000 on claims arising from 
polio deaths, as compared with $215,000 in 1956, and 
$849,000 in 1952. Much of the sharp decrease last 
year, of course, is attributed to the widespread use of 
Salk vaccine. 

What does all this mean to the physician of today 
and tomorrow? Briefly, medical practice is moving 
more and more in the direction of preventive medicine. 
Tomorrow we may well find ourselves in the era of 
preventive medicine. 
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ai Cities? Under to to to to te fo te and Ali 
of Practice 5,000 9,999 19,999 29,999 49,999 99,999 499,999 999,999 Over Areas 
ERAL PRACTITIONERS 241.9 20.6 17.6 17.5. 15.5 17.5 18.3 15.0 14.0 18.5 
Time SPECIALISTS 
ernists (Including 
tdiologists and 12.2 14.2 114 11.6 10.7 15.6 12.4 9.3 11.6 12.1 
penterologists) 
bstetricians-Gynecologists 
bstetricians 13.3 40D 8.0 18.9 12.5 10.9 13.0 11.7 12.9 12.7 
nécologists J 
orhinolaryngologists 
olaryngologists 
Naibotiabandlarytqalojan 10.6 16.2 178 10.9 14,4 14.9 14.3 9.9 9.7 13,1 
pithalmologists 
Surgeons (Including Thoracic, 
hopedic, Neurologic, 16.8 17.9 17.2 Tl 13.0 15.0 8.4 5.6 9.9 10.5 
ic and General) 
ricians 23.5 — 14.4 25.0 23.3 24.1 14.8 13.7 18.9 17.1 
Jrologists 3.6 115 72 14.5 22.3 12.3 
! Others — —_ 10.8 — 12.0 28.0 16.8 14.6 15.8 17.0 
Time SpectauisTs 17.7 17.6 14.8 25.3 17.0 33.8 13.4 18.5 11.4 15.5 
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BEAGE DAILY PATIENT LOAD BY POPULATION AREAS 
5,000 10,000 20,000 30,900 50,000 100,000 $00,000 1,000,000 Average 
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AVERAGE DAILY PATIENT LOAD AY OCIFFERENT AGE GROUFS 


af Practice 25-29 30-34 35-39 40-44 45-49 50-54 55-59 
GENERAL PRactrrionErs e108 169 «15.2 16.2 
Speciausts 
Internists (Including 
Cardiologists and 11.7 12.5 11.6 12.5 13.4 10.1 12.4 
Gastroenterologists 
Obstetricians-Gynecologists 
Obstetricians 8.5 14.5 13.8 13.3 13.6 
Gynecologists 
Otorhinolaryngologists 
Otolaryngologists 
Ophthalotorhinolaryngoiogists — 11.8 16.4 15.8 12.0 12.2 
Ophthalmologists 
Surgeons (Including 
Thoracic, Orthopedic, Neurologic, 5.7 9.6 93° 14.1 9.6 15.4 
Plastic and General) 
Podiatricians <. 13.8 16.4 18.0 18.0 18.6 16.5 25.5 
Urologists —_ 8.5 —_ 8.4 21.9 9.6 13.8 6.8 
All Others _ 12.0 16.2 19.3 18.1 16.3 17.2 15.9 
Part-Time Speciausts — 179 17.0 15.5 14.5 12.4 
Table 3. 
Population Growth and Physician Supply Table 4. 
From several series of projections prepared by the oom 
Bureau of the Census, it is estimated that the popula- : 
tion of the United States, including the Armed Forces 
overseas, will total about 228 million by 1957, an in- Sea daa 
crease of some 50 million in about 18 years. 
Every state in the Union has shared in this great Phocians Who ‘Trbical 
population growth with the exception of Mississippi, Engagein ... Week 
Arkansas, North Dakota and Oklahoma. During the om 
period 1940 to 1950, these four states showed a de- Obstetrics 85% 9.0 
crease in population of —0.2, —2.0, —3.5 and —4.4 Gynecology 95% 13.0 
per cent respectively. ~ Pediatrics 86% 27.5 
However, the gain has been most rapid in the newly S Niner Snidery 44% 40 
developed suburbs, about four and one-half per cent aoe 52% * 
annually. Although California, as a state, stands first 2 ia i. R 
in point of per cent of population increase, there has 
been some decline of from 45.1 per cent in 1950 to Ophthalmology 68% 3.0 
38.2 per cent in July, 1957 for the Los Angeles-Long *° Dermatology 92% 6.0 
Beach metropolitan area. Orthopedics 81% 4.0 
Of great importance in the twentieth century was Radiology 40% 6.0 
the population movement from rural areas to the cities, Pele, 85% 25 


corresponding to the progress of industrialization. 
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Souncs: Professional Practice Study of its members by the 
American Aculems of General Practice-—Pages 17-27 inclusive. 
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ASQNALITY OF MEDICAL PRACTICE 
rage Duily Patient Load Moviths 


Practice Jan, Feb, Mar. Abr. May dug. Sept. 


wernists (Including 
a lidlogists and 
enterologists) 


12.3 14.3 13.3 13.0 10.6 14,7 10.2 U8 12.4 11.2 11.0 11.7 


12.8 18.9 13.4 13.0 12.7 11.7 9.2 14.0 9.4 


Obstetricians 
logists 


nolaryngologists 

iolaryngologists a 
Pphibalotorhinolarynigalagiats | 9.9 21.2 15.2 9.6 13.8 14.6 12.2 13.5 99 >. 11.3 15.9 8.1 
Iphthalmologis«s 

urged {including Thoracic, } 

hopedic, Neurologic, > 113 9.9 119 10.8 11.2 10.9 10.7 10.8 10,7 102 >. 82 9.0 

tic and General) 

Ce latricians 17,7 19.5 18.9 18.5 17.9 14.8 18.6 17.2 17.1 13.9 14.3 15.9 


Others 


17.8 10.8 10.8 13.8 11.4 8.9 16.2 4.8 6.1 16.6 12.7 8.1 
19.3 215 15.4 20.7 21.6 18.3 26.1 9.1 12.8 18.4 9.1 it.6 
15.0 17.8 20.9 14.8 16.9 14.8 13.5 11.6 15.2 16.6 13.2 14.6 


ESTIMATED POPULATION BY REGIONS 


Region of U8. 1945 1950 1955 1957 (Jan. 1) a 


New 8,321,000 9,942,000 9,669,000 

Middle Adantic 25,746,000 30,274,000 92,703,000 $2,429.000 

Fast North Central 26,381,000 90,546,000. 33,587,000 33,930,000 

West Notth Central 12,427,000 14,104,000 14,754,000 14,956,000 

South Atlantic 19,210,000 21,244,000 23,132,000 23,737,000 

East South 10,339,000 11,505,000° 11,566,000 11,729,000 

West South 13,045,000 14,582,000 15,446,000 15,853,000 

4,212,000 5,109,000 5,878,000 6,032,000 
Pacihe 12,800,000 14,535,000 17,271,000 17,545,000 


Department af Commerce, Burean of the Census; Current Population Reports, Series P-25, Nos. 72, 124 amd 129. 
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THE FOLLOWING TABLE GIVES THE POPULATION BY REGIONS, 
$940 AND 1980, WITH THE PERCENTAGE INCREASE (GR DECREASE), 
AND DISTRIBUTION OF PHYSICIANS IN PRACTICE AS OF MAY 4, 1958. 


pulati Physician 
Regron ; 940 Distribution 


New ENGLanp 
Gonnecticut 1,709,242 2,007,230 
Maire $47,226 913,774 
Massachusetts 4,316,721 4,690,514 
New Hampshire 491,524 $33,242 
Rhode Ksland 713,346 791,896 
Vermont 359,231 347,747 


Mippiz 
New Jersey 4,160,165 4835,329 
New York 13,479,142 14,830,192 
Pennsylvania 9,900,180 10,498,012 


East CeNTRAL 
Illinois 7,897,241 8,712,176 
Indiana 3,427,796 3,934,224 
Michigan 5,256,106 6,371,766 
Ohio 6,907,612 7,946,627 
Wisconsin 3,137,587 3,434,575 


Norra Centrar 
lowa 2,538,268 2,621,073 
Kansas 1,801,028 1,905,299 
Minnesota 2,792,300 2,982,483 
Missouri 3,784,664 3,954,653 
Nebraska 1,315,834 1,325,510 
North Dakota 641,935 619,636 
South Dakota 642,961 652,740 


Sourn 
Delaware 266,505 318,085 
District of Columbia 663,091 802,178 
Florida 1,897,414 2,771,305 
Georgia 3,123,723 3,444,578 
Maryland 1,821,244 2,343,001 
North Garolina 3,571,623 4,061,929 
South Carolina 4,899,804 2,117,027 
Virginia 2,677,773 3,318,680 
West Virginia 1,901,974 2,005,552 


Sours Centrat 
Alabama 2,832,961 3,061,743 
Kentucky 2,845,627 2,944,806 
Mississippi 2,183,796 2,178,914 
‘Tennessee : 2,915,841 3,291,718 


West Sours CenTrat 
Arkansas 1,949,387 1,909,511 
Louisiana 2,363,880 2,683,516 
Oklahoma 2,336,434 2.233.351 
Texas 6,414,824 F794 
Wyoming 250,742 290,529 


Mountain 
Arizona 499,261 749,587 
Colorado 1,123,296 1,325,089 
Idaho 524,873 588,637 
Montana 559,456 591,024 
Nevada 110,247 160,083 
New Mexico 531,818 681,187 
Utah 550,310 688,862 


Pacaric 
California 6,907,387 10,586,228 
Oregon 1,089,684 1,521,341 
Washington 1,736,191 2,378,963 


Sourcas: Statistical Abstracts of the United States, 1956 and Fisher-Stevens, Inc; Clifton, New Jersey, May 1, 1958. 


17.4 2,901 
8.7 5,942 
11.0 839 
5.2 396 

16.2 5,769 
6.0 10,929 

16.3 
14.8 $,219 
21.2 5,743 

15.0 8,112 

6.8 2,702 
0.7 L188 

4 3 19.4 389 

10.3 2,512 
13.7 2,778 
11.4 1,403 
23.9 2812 

8.1 1,849 
3.5 2,037 : 
12.9 2,537 
—2.0 128) 

20.2 7,082 

50.1 
18.0 1,854 
: 12.1 523 

5.6 550 

53.3 15,819 
37.0 2597 


PHYSICIANS/106,000 POPULATION 


1920 1930 1940 1950 


1952 1953 1954 1955 


136 125 135 135 


137 137 136 136 Not available 


Source: Department of Health, Education and Welfare, Public Health Service No, 82 Statistical Abstracts of the United States, 1956, b. 78. 


MEDICAL SCHOOL GRADUATES 


1920 1940 1950 1951 


1952 1953 1954 


3,047 4,565 5,097 5,553 


6,135 


6,080 6,668 6,816 6,935 


Source: Department of Health, Education and Welfare, Public Health Service. Statistical Abstracts of the United States No. 82, >. 78 and JAMA 


161, 1653 (Aug. 25) 1956. 


However, in any attempt to correlate the future of in- 
ternal migration and urban growth with physician 
needs, it should be remembered that the movement to 
the urban areas in the United States has been uneven 
and erratic. The very factors that have drawn people 
into cities seem now to be factors in causing a great 
exodus of families and commercial establishments into 
suburban areas. 

We have in the United States a little more than 
200,000 practicing physicians representing a source of 
continuing medical care. 

We have in this country 76 four-year medical schools 
and six two-year schools of basic medical science (three 
of which are in the process of expanding to four-year 
programs). Table 9 indicates the number of medical 
school graduates for various years since 1920. Grad- 
uates increased by 3,789 from 1920 to 1956. 

Eight hundred and fifty-two hospitals were ap- 
proved for internship training in 1957 as compared 
with 806 in 1948. As of September 1, 1956, there were 
9,893 (83 per cent) occupied internships with 2,002 
vacant. 

In 1956 to 1957 there were 5,134 approved programs 
for residencies in the various specialties with a total of 
9458 first-year appointments filled; and total ap- 
pointments (all year) of 23,012 (81 per cent) filled, 
with 5.516 vacant. 
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Health Aspects of Population Movements 


Population movements serve to create certain com- 
mon health problems. If one considers the volume of 
international travel and the speed of modern air 
transport, it becomes clear that the health risks in- 
volved in the movements of people from one region to 
another cannot be eliminated entirely ; at best they can 
be brought under reasonable control. Much the same 
situation holds true, though it is less evident, in move- 
ments within a given country. 

The control of communicable diseases achieved in a 
country through sanitation and public health, the 
daily efforts and the alertness of its physicians can be 
termed the main and permanent line of defense against 
health hazards from outside. In 1940 malaria vectors 
(A. gambiae) are believed to have been carried by in- 
tercontinental travelers from Africa to Natal, Brazil. It 
took ten years to control the resulting epidemics that 
affected the area. 

It is inevitable that cases of diseases brought in from 
abroad, some of which are not commonly found in this 
country, will from time to time challenge the ingenuity 
of physicians. Prevention of an epidemic may some- 
times depend upon its correct and rapid diagnosis. 

Because of the virtual disappearance of so many of 
the communicable diseases from our American scene, 
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: Table 8. 
Table 9. 
i> 


it becomes incumbent upon tomorrow’s physician to 
step up diagnostic acumen to enable him to recognize 
the symptoms of a disease which he may never have 
had occasion to see before. 

Further, the recent advances in the use of immuni- 
zation, periodic health examination, prenatal and ma- 
ternity care, as well as the expansion of all other 
activities affiliated with health, make it quite certain 
that the field of preventive medicine will be increasingly 
pre-eminent. 


Summary 


Statistics showing the average daily patient load of 
physicians in practice are provided for geographic re- 
gions of the country, population areas, age groups and 
seasons of the year. A table is also given to show the 
patient classification (obstetrics, gynecology, pediat- 
rics, etc.) of members of the Academy of General 
Practice, giving the median patient contact for a 


typical week and the projected total for Acadeiny 
members. 

Statistics are also provided to show the estimated 
population for various regions of the country, with the 
population by states for 1940 and 1950 and the physi- 
cian distribution for each state as of May 1, 1958. 

Population movements creating changes in rural, 
urban and metropolitan areas are evident from the 
relative increases in various parts of the country. This, 
with the prevalence of international travel, may create 
health risks for which today’s practicing physician 
must be prepared. 

Too much emphasis cannot be placed on the im- 
portance of differential diagnosis, of diagnostic acumen 
in order to recognize the symptoms of a disease which 
ordinarily is rarely seen within a given area. 

With the great advances that have been made in 
health supervision, this age becomes the era of pre- 
ventive medicine and of palliative therapy for chronic 
conditions. 


Graduate Training 
Increases 


THE NUMBER of medical school graduates taking further training continued to increase in 
1956-57. The AMA Council on Medical Education and Hospitals has reported that more than 
30,000 physicians last year took graduate training either as an intern or as a resident. 


There were 9,893 graduates serving internships in 1956-57, an increase of 290 over 1955-56, 
while 23,012 were serving residencies, an increase of 1,587 over the preceding year. The train- 
ing was offered by 1,372 approved hospitals. 

The percentage of available internship and residency positions filled in 1956-57 remained 
the same as that of 1955-56. Respectively, they were 83 and 81 per cent filled. 

The Journal of the American Medical Association has published other recent data on intern- 


ships and residencies. 


During the past ten years, there has been an increase of 6 per cent in the number of ap- 
proved hospitals and an increase of 31 per cent in the number of internships offered. The 
number of interns per hospital has increased from 11.3 ten years ago to 13.9 in 1956-57. 

Nonfederal governmental hospitals offered 32 per cent of the available internships; federal 


hospitals offered 5.4 per cent and nongovernmental institutions the remainder. The federal 
hospitals had the highest rate of filled positions. Army hospitals had no vacancies and Public 
Health Service hospitals were 99 per cent filled. County and state hospitals had occupancy 
rates of 91 and 89 per cent respectively. 

Average monthly cash stipends paid to interns have also increased. Hospitals affiliated with 
teaching institutions raised their stipends from an average of $87 in 1954 to $140 in 1956, 
while nonaffiliated hospitals raised their stipends from an average of $136 to $177. 

The report listed those hospitals with the highest autopsy rates and pointed out that the 
autopsy rate is regarded as “‘an index of the scientific interest of the medical staff in medical 
education and in the progress of medicine.” Hospitals with low rates are being urged to in- 
crease the number of autopsies performed. 

Seven specialties accounting for more than three-fourths of all approved residencies offered 
were surgery, internal medicine, pathology, obstetrics-gynecology, radiology, psychiatry and 
pediatrics. Seventeen residency review and conference committees function as joint liaison 
groups of the AMA Council on Medical Education and Hospitals with various specialty 
boards and, in certain instances, the American College of Physicians, the American College 
of Surgeons and the American Academy of General Practice. 
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Our Hospital Investments 


THE REPORTED VALUE of total hospital assets today is the 
equivalent of about $8,100 for each hospital bed in this 
country. The assets represent about $60,000 for each 
physician, $590 for each admission during the year, or $78 
for each person in the continental United States. This is 
somewhat under | per cent of the nation’s wealth. 

For the period 1928 to 1956 as a whole, the increase in 
the value of hospital assets has been more rapid than the 
country’s population growth (over 130 per cent compared 
to less than 40 per cent). The per capita rise over the 
period was 68 per cent, an annual growth rate of more than 
2 per cent. It was most rapid between 1947 and 1956, when 
it averaged about 6 per cent annually. 

According to the Health Information Foundation, the 
rate of annual increase in hospital assets has corresponded 
closely to similar increments in the estimated total wealth 
of the nation. 

Since World War II there has been a sharp increase in 
hospital construction, partly attributable to the Hill-Burton 
Act of 1946. The two largest ownership categories—non- 
profit and nonfederal government—have not significantly 
altered their share of total hospital assets between 1928 and 
1956. However, both categories have increased their assets 
significantly. 

Nonfederal government hospitals provide 58 per cent of 
all the hospital beds in this country, but their assets per bed 
are relatively low—about $5,000. This is partly because 
almost three-fourths of their beds dre in psychiatric hos- 


HOSPITAL ASSETS (United States, 1928-56) 


1S 


1928 1935 1947 1956 


pitals. Assets per bed of psychiatric hospitals are currently 
very low ($3,500 in 1956), with only a 6 per cent increase in 
value since 1928. The total number of beds in these institu- 
tions has increased by 94 per cent since 1928; however, 
these hospitals rank low in the provision of special facilities 
and services. 

In contrast, nonprofit hospitals, with just over one- 
fourth of the nation’s beds, average more than $14,000 in 
assets per bed. They also rank high in provision of special 
facilities and services. 

Hospital assets vary by region in the United States. They 
are highest in the northeastern part of the country (the 
New England, Middle Atlantic and East North Central 
states) where investments are $118, $107 and $74 respec- 
tively. The East South Central states spend the least on 
their hospitals, with an average per capita investment of 
only $50. 


HOSPITAL ASSETS PER CAPITA (By Region, United States, 1956) 


Assets per Capita 
(Dollars) 


74-118 
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FINANCIAL PLANNING, must be by the family and for the 
family. Your estate is actually your family’s fortune. 
Estate planning means that you, the head of the house- 
hold, are charged with the responsibility to create this 
fortune, to manage this fortune, to use it wisely, and to 
make certain it can be properly transferred to your 
family. 

Now is the time to delve into the money problems 
connected with your estate, and now is the time to 
make the multiple decisions and preparations neces- 
sary to transfer your family fortunes from your man- 
agement to theirs when you die. 

Those of you who have not yet drawn wills should 
do so, Those who have wills should make certain they 
are up to date. Those of you who have not yet organ- 
ized your estates should do so, and those who do have 
estate plans should review them. 

What is estate planning? It is the coordination, 
correlation and integration 
of all assets of your estate 
for the purpose of protect- 
ing you against loss of in- 
come if you become dis- 
abled, protecting your fam- 
ily against the loss of in- 
come if you should die, and 
guaranteeing you and your 
wife an adequate income 
when you retire. 


The expert who discussed estate 
planning at the forum was Amiel 
Caplan, estate planning consultant 
for Solomon Huber Associates, 
New York. 
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“THE DOCTOR AND HIS LIFE PLANNING’’ 


GP is privileged to publish a series of ten articles 
on the basic business problems affecting 

the practice of medicine today. 

Ten authorities discussed these problems 

at a recent Washington, D.C. forum 

sponsored by the Medical Council 

of the Washington Metropolitan Area 

and the Wm. S. Merrell Company. 

This is the third in this group. 


Planning Your Estate 


AMIEL CAPLAN 


Prior to World War I, the only advisor a man might 
consult was his attorney. He went to him for advice in 
matters of law, and occasionally to draw a will. In 1916 
the federal government needed money, so the Federal 
Estate Tax Law was enacted. This was to be a tempo- 
rary measure. It proved to be permanent. Sucha tax has 
been part of the federal fiscal program ever since. 

The maximum rate in 1916 was 10 per cent, for 
millionaires. The poor people didn’t object. Today the 
maximum rate is 77 per cent. 


Estate Planner Enters Picture 


After World War I, with the advent of estate taxes 
and income taxes, which also came in about that time, 
the accountant joined the team of advisors. He became 
necessary to keep the books so that everybody’s part- 
ner, Uncle Sam, could determine what shiare of the 
profits belonged to him. Today the two-man team of 
advisors has been joined by a third consultant, called 
the estate planner. 

The estate planner, whatever his background, in 
law, insurance or accounting, knows about matters 
pertaining to estates. He is familiar with the laws 
which govern the passing of property after death. He 
is familiar with the ways in which property is acquired 
and with the many taxes levied against property during 
its acquisition and at his death. He is quite familiar 
with the various insurances with which a man sur- 
rounds himself for the protection of his family. He is 
skilled, as you are, in breaking down the reserve which 
we all have and can thus bring forth the many hidden 
fears and desires which color our thinking. One might 
even say that he knows about ali of our assets and 
all of our liabilities. 
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Number 3 


There are certain problems to be considered when 
working with your estate planner. There is the prob- 
lem of loss of income because of a disability. Today, 
you and your family are reasonably secure. You have a 
certain financial worth; there are many assets of all 
kinds, including stocks, cash and income. Tomorrow 
your income stops because of a disability. If you have 
planned well, your disability income, from insurance 
or whatever other source, will be sufficient to keep your 
office running, that is, to pay the rent, telephone, 
nurses’ salaries, equipment notes, notes to the bank, 
car notes, insurance payments, etc. In addition, there 
will be the disability income necessary to keep the 
family together, to make the payments on the mort- 
gage, to pay the grocer, butcher, cleaner, the laundry, 
taxes, dues, assessments, gas and oil, tuition and your 
life insurance premiums. And in addition, too, will be 
the added cost of your illness. 


Planner Helps Select Insurance 


When talking with your estate planner, and in or- 
ganizing your disability coverage, you and he together 
will select the proper business overhead insurance to 
cover the cost of running your office. That’s deductible 
as a tax expense, and is includable as ordinary income 
which is matched out by the cost of paying your 
premiums. Your estate planner will organize your dis- 
ability income insurance to provide for short-term as 
well as long-term coverage. It seems reasonable to 
project that you will not maintain your office or sustain 
your present standard of living if you become disabled 
for more than one year. Some adjustment in your 
situation will take place. It is good planning to be fully 
covered for at least one year, possibly two. Thus, if it 
becomes evident that your disability will continue, 
there will be plenty of time to make plans, to readjust 
your income requirements. 

The next rampart of defense against any attack upon 
the security of your family are the estate dollars which 
you have provided to replace your earning power when 
you are gone. The basic problem of estate transfer is 
summed up in the vital difference in the estates which 
men leave their families and the estates which the 
families ultimately receive. 

When death becomes the paymaster, and those who 
have a claim line up before the window, there'll be the 
undertaker and the tax collector, the mortgage holder, 
the merchants and the grocer, the executor and the 
lawyer, the accountant, the doctor, the nurse and the 
hospital, even the probate court itself. And -humbly 
assuming their place at the end of the line will be your 
widow and your children, waiting for what’s left. When 
you die, Uncle Sam will want to know, “What were you 
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worth?” not according to the estate that you prepared 
for the bank in order to establish credit but according 
to Form 706. This is the United States Estate Tax Re- 
turn, many, many pages of detailed inventory. 


Assets Will Be Inventoried 


Your executor must provide complete information 
about such assets as: cash on hand and in the banks; 
bonds, stocks, debentures and rents; home and sum- 
mer cottages; furniture in your summer home and in 
your cottages; automobiles and boats; art and coin 
and stamp collections; personal clothing and jewelry ; 
office equipment, books, accounts receivable; loans; 
life insurance; powers of appointment, etc. You own 
it; you share it; you can say what will happen to it 
when you die. Uncle Sam wants to know about it and 
how much it is worth. Sit down, add it up. You have 
created it; you have managed it; you have used it; but 
are these dollars and these investments truly yours? 
Can you go out and just “blow them in?” Or use them 
to retire on tomorrow? No. Why? They don’t belong 
to you; they belong to your family; you are just the 
custodian in charge of the trust. This is your family’s 
money, your family’s fortune. 

It is your wife who does most of the spending; it is 
your children who make the greatest demands. It may 
be your parents who look to you for financial help. It is 
the community around you which pleads for charity. 
There is very little left over which you can truly call 
your own. 

Actually you are in charge of a most vital business. 
You are the president, the salesman, the production 
manager, the treasurer. Your business is named “Our 
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Family Fortune,” perhaps ‘My Estate.” It can be big 
business, or it can be modest. But whatever its size, it 
is big business to you and your family. You must keep 
this business in good order and in a position to be 
passed on to your family with the least possible trouble 
or cost. 


How to Transfer Property 


Well, how does one transfer property from himself 
to his family? There are two main ways in which this 
can be done. 

1. Make gifts during your lifetime, just give it away. 

2. Use instruments of disposition which take effect 
and become operative after your death. Your will is an 
instrument of disposition. You have a partnership, 
your buy-and-sell agreements, your joint checking and 
savings accounts with your wife, social security bene- 
fits, bonds, realty deeds, indivivus trusts—all can and 
do have beneficiary or co-ownership restrictions. And, 
of course, your life insurance always says, ‘To my 
wife,” or somebody else. 

A key instrument of disposition is your will, the 
most misunderstood document of all times. It is com- 
monly believed that when you have drawn it, you will 
have put your affairs in order and set up the method 
and the manner in which your property will pass on 
to your family. This is a fallacy, a misconception. 

What you have done is to create still another in- 
strument of disposition. You have made a catch-all to 
collect and distribute all the miscellany of which you 
might die possessed. 

Remember, your home, if it is jointly owned, will 
pass outside of your will. Your bank accounts or stock 
accounts, if they are owned jointly with your wife or 
someone else, will pass outside of your will. Your 
bonds may be jointly owned or may have beneficiary 
designations and so will pass outside of your will. Is 
yours an empty will, passing and controlling nothing 
of consequence? 

Even if all of your property is arranged to pass on to 
your family outside of your will, a will is still necessary. 
It does many things besides passing on property. It 
appoints the executor, nominates the guardians of any 
minor children, describes any specific bequests you 
would like to make, states upon whom the burden of 
any taxation will fall and has many more uses. 

For a will to function it must be offered to the court. 
That means it must be found. Don’t hide it where only 
you know where it is. It can be lost forever. For a will 
to function it must be accepted by the court. That 
means it must be properly drawn and witnessed ac- 
cording to the laws of the state in which it will be 
offered for probate. A will properly drawn in the state 
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in which you lived ten years ago may not be acceptable 
in the state in which you now reside. 


Should Name Coexecutor 


Your will nominates your executor. This is not a 
simple assignment and should not be decided upon 
with emotion. I know that a man usually nominates his 
wife as executrix. Usually, however, she is not experi- 
enced in money management and she has the burden 
of running the household and raising the children— 
without you. She is emotionally upset and drained. As 
an executrix, she has the additional burden of dealing 
with the tax collector, the bank, settling leases and 
contracts, collecting money due the estate, settling 
claims against the estate and other duties. 

So she must seek advice and help. From whom? It 


is my recommendation that you and your estate plan- 
ner select now the most competent person or bank you 
can find and nominate that person or bank as a co- 
executor with your wife. 

One of the usual opening clauses of any will directs 
your executor to pay all your debts and final expenses 
and any tax levied against your estate. This is fine, but 
if yours is an empty will—with what? Make certain 
there will be enough cash or easily liquidated property 
passing under your will. A good rule of thumb is to 
estimate that your executor will need anywhere from 
10 per cent to 20 per cent or more of your gross estate 
in cash, Again, only individual analysis can pinpoint 
this need more definitely. 


Not Everyone Pays Tax 


The Federal Estate Tax, if any, must be paid within 
15 months of the date of death, otherwise there 1s 4 
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penalty of 6 per cent interest to be charged from the 
date of death. Everybody is concerned: ‘Will my estate 
be taxed ?”” 

If you are not worth $60,000 dead, including your 
life insurance, there will be no tax. In fact, you may be 
married at the time of your death, and if you’ve left 
your property to your wife, under certain conditions as 
to qualify it for the marital deduction, your estate could 
be worth up to $120,000 without your being con- 
cerned with Federal Estate taxes. By way of warning, 
however, use of the marital deduction benefit to obtain 
a tax postponement would be harmful if the surviving 
spouse had substantial property in his or her own 
name. Again you need individual analysis. 

In this same area, the pyramiding of property from 
the husband to the wife, or the wife to the husband, 
can result in a serious sacrifice of capital. If the sur- 
vivor has adequate resources of his or her own, it might 
be wise to bypass the survivor. The use of trusts and 
the skipping of generations can serve to reduce the full 
impact of Federal Estate taxes. 

It is with specific bequests that you demonstrate 
your love and your inner feelings: $1,000 to my friend 
Joe; $5,000 to my family servant, Mary Jones; $100 a 
month to Mother and Father for as long as they may 
live; $10,000 to each of my children. Be careful. It may 
shrink your estate, because it may have been all right 
when it was written and wrong now. 

And now we come to the part which leaves all the 
rest, residue and remainder, of whatsoever kind and 
nature, to my beloved wife, if living; if not, to my 
children, per stirpes. This is a simple wording which 
takes care of your wife, your children and your grand- 
children, all at one time. 


Take Precautions with Wording 


Be careful. Your wife may not need the money; she 
may have money of her own; or she may need money, 
and the question is, shall it be income or cash? It’s 
amazing when you do an analysis and find out that the 
wife will have anywhere from $60,000 to $100,000 of 
cash when she never had more than $200 a week in her 
life. This decision must be made now, when youare both 
here to talk about it, not when she’s alone and must 
depend upon help from possible self-serving strangers. 

The magazines have been filled with advertisements 
showing the average American family secured by the 
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wise use of investments. But is this a true picture? It 
has been my experience that most families do not 
match this picture of the average American family: a 
loving husband, a pretty wife, two or three pretty chil- 
dren. I find families where parents are more or less de- 
pendent. I find brothers and sisters who have become 
charges of their brothers and sisters. I find children 
who are incompetent and will become charges of their 
brothers and sisters. I find widowed sisters, and the 
problem of their future orphaned children in the event 
she too should die. 

It soon becomes evident that estate planning and the 
allocation of the family fortune to best meet and satisfy 
this many-faceted problem called “my dependents” 
can become very complicated and most touchy. For 
example: “My mother is living with me. Am I to 
assume that my wife in her widowhood will make a 
home for my mother, too? What if my wife wishes to 
remarry 

Do you have a male child? The phrase which says 
“to my children, per stirpes” appears very commonly 
in wills and life insurance. Beware of it. It means that 
whatever my child would have inherited, if he had sur- 
vived me, will be shared by his children if they too 
survive me. But consider this. There is a disaster. Your 
son and his children perish. Your son’s wife survives. 
Since neither your son nor his children survived you, 
she is disinherited. If you love your daughter-in-law, 
the mother of your grandchildren, beware of any “per 
stirpes” clause. 

Do you have an adopted child? Make certain that 
the language of your will and life insurance do not dis- 
inherit such a child. 

How old is your will? Have children been born 
since? Re-examine it. 

Have you been married more than once? Take 
another look at your estate pattern. 

Have you moved from the state in which your will 
was drawn? Make sure that it is proper in the state in 
which you now reside. 

When a man dies, one of the first questions asked by 
his friends and relatives is, “How much life insurance 
did he carry?” That’s secure dollars. Why? Because 
there is probably no single piece of property in the 
average man’s estate more important than his life in- 
surance portfolio; there is nothing more adaptable in 
design, more stable in structure, more certain in 
distribution. 
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MALPRACTICE AND TAXES are subjects you may not be 
inclined to be interested in, but you’re forced to be 
interested in them. I know that there’s some reluctance 
on the part of doctors to become involved in medico- 
legal affairs, but in some cases you have no choice. 
The subject of malpractice, or, as we prefer to call it, 
medical professional liability, is not a new one. It’s one 
that’s been with us for some time, but of late it has 
taken up an inordinate amount of time for the indi- 
vidual doctor and organized medicine. Until recently 
we'd been handicapped in our consideration of the sub- 
ject because of a distinct lack of information, a dearth 
of real, practical, sound data as to the incidence and 
causes of malpractice claims and suits. About two years 
ago we began a very intensive national study of this 
subject and I believe today that we can say we have 
enough information to discuss it intelligently. We may 
not know all the answers but we have enough data to 
suggest to you the organi- 
zation and implementation 
of sound prevention pro- 
grams. 

As we have to admit, 
there are actual, legitimate 
cases of professional liabil- 
ity. There are cases where, 
because of accident, neg- 


Among the noted authorities at the 
Forum who discussed basic problems 
affecting the practice of medicine was 
C. Joseph Stetier, Chicago, director of 
the AMA Law Department. 


“THE DOCTOR AND THE LAW” 


GP is privileged to publish a series of ten articles 
on the basic business problems affecting the practice 
of medicine today. Ten authorities discussed 

these problems at a Washington, D.C. 

forum sponsored by the Medical Council 

of the Washington Metropolitan Area 

and the Wm. S. Merrell Company. 

This is the fourth in the series. 


PART 1 


How to Prevent Professional Liability Action 


C. JOSEPH STETLER, LL. M. 


lect or ignorance on the part of the doctor, patients 
are injured. When this happens, the patient has a right 
to recovery. It has never been our purpose, nor will it 
ever become our purpose, to try to cover up for the 
doctor or prevent provision of adequate compensation 
in cases of this type. No matter how ethical, how well- 
trained, cautious or competent a doctor may be, these 
situations are bound to occur. This is one of the reasons 
that doctors carry malpractice insurance. The cost of 
this insurance, and the cost of paying these claims, is 
one of the obvious and justifiable results of what we 
know as the hazardous job of practicing medicine. 


Most Suits Not Justified 


As a result of our two years of study, we have docu- 
mented the fact that we have suspected all along but 
now know to be the case. It is this: Although these 
actual cases exist, we know that the vast majority of the 
professional liability claims and suits are without justi- 
fication. They’re not justly founded. If these increased 
claims and suits were the result of inefficiency or in- 
competence on the part of the medical profession, the 
answer would be relatively simple. But it’s not. The 
strange fact is that in most instances where claims and 
suits have occurred, the doctor involved is above average 
in competence, training and professional standing. 
Ironically enough, it’s this very skill on the part of the 
medical profession that has been one of the contribut- 
ing causes to the increase in claims and suits. 

The public nowadays believes there are very few, if 
any, ills that are not curable. They expect perfect re- 
sults. Daily you see magazine articles and newspaper 
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stories that are derogatory of the medical profession 
and the high cost of medical care. Strangely enough, 
on the opposite side, the very flattering articles about 
what can be done with the miracle drugs and miracle 
surgery have created the impression that anything less 
than a perfect result is per se evidence of neglect or 
negligence on the part of the doctor. 

If the increase in claims and suits continues, certain 
results are inevitable. Doctors, sooner or later, if 
they’re harassed by irresponsible claims, will let their 
aggressive nature take control over their humanitarian 
and professional motivations. They'll spend too much 
time protecting themselves and less time in the care of 
their patients. They’re going to hesitate to assume 
responsibility in cases where the prognosis is poor. 
They’re going to employ every conceivable laboratory 
aid, though it be expensive, in order to protect them- 
selves. On the slightest provocation, whether it’s medi- 
cally indicated or not, they’re going to call in consult- 
ants. They’re going to hesitate to use what may be a 
successful but a dangerous method of treatment. All 
of these things are going to add up to increased costs 
for the patient, but they will insure a degree of pro- 
tection for the doctor. Another bad effect which is 
inevitable is the loss of faith or trust of the patient in 
his physician. Trust and confidence are among the 
strongest, most effective therapeutic aids. When the 
patient feels that he’s in safe, competent hands, his 
chances and his rate of recovery are enhanced tremen- 


dously. 


Prevention Programs Are Needed 

Lawyers and doctors have an obligation to work 
together, for our own benefit, but more important, for 
the benefit of the public. We must use the facts we now 
have to formulate prevention programs. To assist in 
this, I’ll very briefly discuss some of the data we have 
gathered in the Law Department of the American 
Medical Association, 

The first thing we were interested in was to know 
the incidence of malpractice claims or suits, that is, 
how many doctors are involved. We found the figure to 
be 14 per cent. Fourteen per cent of all the members of 
the American Medical Association have been involved 
in a claim or a suit. Naturally this percentage varies 
around the country. The extreme, in California, where 
it’s highest, amounts to 25 per cent. The lowest in- 
cidence is in South Carolina—3 per cent. It’s relatively 
high in the District of Columbia and surrounding areas, 
where it is 20 per cent. Twenty per cent of all doctors 
have been involved in some way in a professional 
liability claim or suit. That’s a high figure. It means 
that about 18,500 practicing physicians in the United 
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Twenty per cent of all doctors (18,500 practicing physicians in the 
United States today) have been involved in a professional liability 
claim or suit. Of course, this percentage varies in different sections of 
the country. It is highest (25 per cent) in California and lowest in South 
Carolina (3 per cent). 


States today have been involved in a claim or a suit. 
At first that seems very bad, but you must remember 
that this covers all practicing physicians, and that there 
are about 200,000 in the United States today, many of 
whom have been practicing 30 and 40 years. 

It’s also some consolation to know that about 40 per 
cent of all claims or suits are finally resolved in the favor 
of the doctor, the defendant. We were also concerned 


The national study of professional liability action showed that the 
full-time specialist was involved in 50 per cent of the malpractice 
cases, the general practitioner in 32 per cent and the par!-time special- 
ist in 15 percent. 


PROFESSIONAL LIABILITY ACTION 
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with how many doctors were what we call “‘malpractice- 
prone.” How many times, on a multiple basis, do they 
find themselves a defendant in a claim or suit? In 87 
per cent of the cases we found the doctor was involved 
only once; in 10 per cent, twice; and in 3 per cent, 
three or more times. 

We were also interested in the opinion of the 
medical profession as to whether this problem had 
become more acute in the last five years. We asked the 
doctors, and surprisingly enough, only 29 per cent 
thought the situation was becoming worse. Forty 
per cent indicated no change. That, too, varied around 
the country. The attitude was decidedly different 
in the District of Columbia and surrounding area, 
where 75 per cent of the doctors said they thought 
claims and suits had increased. They were absolutely 
correct in this area because they have increased 
tremendously. 

Most often we find it’s a full-time specialist who is 
involved in these claims or suits. This is understandable 
because the relationship between the patient and the 
full-time specialist is less close than between the 
family doctor and the patient. I think, too, that the 
patient probably has the attitude that the full-time 
specialist may be in a better financial condition and 
may carry more insurance. Probably the most im- 
portant factor is that the specialist, day in and day 
out, performs the more difficult medical procedures. 
The full-time specialist was involved in 50 per cent 
of the cases, the general practitioner in 32 per cent 
and the part-time specialist in 15 per cent. We found 
that in these instances, 29 per cent of the doctors 
involved were board-certified. Comparing this figure 
to the national physician-population, we find that 
22 per cent of the doctors practicing are board- 
certified. A little more than the average of board- 
certified men were involved in claims or suits. I 
think that’s explainable and understandable for the 
same reasons that apply to the full-time specialist as 
such. 


Get Involved-at Prime of Practice 


In discussing professional liability claims or suits, 
we've always felt that possibly it is the very young 
doctor who becomes involved— the new graduate, the 
new man in practice or the very old doctor who has 
lost touch with medical science and advances, but 
that is a popular misconception. The median number 
of years of practice is 13.4, which means it’s probably 
the physician who is in the prime of life, right at 
the best time of his practice, who most usually becomes 
involved in claims or suits. 

Figures on the specific type of work performed are 
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as follows: Surgery, 31 per cent; internal medicine, 
20 per cent; orthopedic surgery, orthopedics as such, 
20 per cent; OB-GYN, 12 per cent; and all the rest, 
lumped, 17 per cent. 

We found that of the doctors who were involved in 
claims or suits 93 per cent had malpractice insurance. 
Some of the facts we discovered in this area exploded 
a lot of myths that have existed in connection with 
insurance, Even after having had a claim or suit, 
92 per cent of the doctors had absolutely no difficulty 
in acquiring malpractice insurance. The general opin- 
ion is that doctors uniformly believe malpractice 
insurance is too costly. Still, when we surveyed the 
profession, we found that 56 per cent thought profes- 
sional liability insurance rates were reasonable. There 
are 45 companies that now write this type of insurance 
in the United States. It’s true that about 26 of them 
are licensed only in one state, but the rest of them 
write it nationally; and 13 state medical societies 
either have group programs or an approved policy 
that they recommend to their membership. 

The reasons why claims or suits were brought we 
diyided into primary and secondary reasons. Poor 
operative results, the top one, accounted for 24 per 
cent of the claims or suits; poor medical results, 20 
per cent. Errors in diagnosis constituted 10 per cent. 
Leaving foreign bodies in the person after surgery 
was 9 per cent; and the rest—assault, lack of consent, 
abandonment, improper commitment of incompetents 
and other miscellaneous reasons totaled 8 per cent 
or less. 

Secondary causes of the claims or suits were the 
things that precipitated the claims or suits causing 
the patient to take an action against his doctor. 
Twenty-seven per cent of the situations that came to 
our attention were precipitated by causes under the 
direct control of the physician. This would be in the 
category of careless or critical comment by one doctor 
of another on improper diagnosis when a man had 
more than one disease or disability. Twenty-two per 
cent were caused by actions or activities of a patient’s 
relative, of an attorney or a friend, and 25 per cent 
were more or less under the control of the patient 
himself. Either he was motivated to bring his suit 
in an attempt to avoid paying his bill, or he may have 
been a drug or narcotic addict or a mentally incom- 
petent person. 


Hospital Is Major Site of Cases 


A hospital was the site of the medical care in 67 per 
cent of the cases; the office, 24 per cent; the patient’s 
home, 6 per cent; other places, 3 per cent. In the Dis- 
trict of Columbia an even higher percentage of the 
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cases originated from procedures performed in hos- 
pitals. Seventy-five per cent of the claims or suits were 
brought in the District from procedures in hospitals. 
This is understandable, as more and more medical care 
is performed in the hospital. This has motivated us to 
form a committee with the American Hospital Associa- 
tion to work toward solutions for this very difficult and 
critical problem. 

In checking the outcome of claims or suits, we found 
that in the claims, 7 per cent were either settled or com- 
promised, 43 per cent became suits. Of those that be- 
came suits, 18 per cent are still pending, 12 per cent 
were dropped, 20 per cent were compromised, only 9 
per cent were decided in favor of the claimant or the 
plaintiff, and 41 per cent against the plaintiff, or in 
effect for the physician. 

In trying to determine the composite claimant or the 


composite physician involved in these suits, we would 
say that usually the claimant would be a woman, a 
housewife ; her age would be about 35 years; she would 
be complaining of a poor surgical or an alleged poor 
operative result. The doctor involved is probably a 
full-time specialist, a surgeon in active practice, and 
the procedure was probably performed in a hospital. In 
all probability, the action was motivated or created by the 
adverse comments of another physician. In all probability, 
the plaintiff attempted to settle the case, the doctor did 
not. Possibly it went to suit. If it went to suit, chances 
are it was settled in favor of the doctor. 

All of this data and much, much more make it es- 
sential and imperative that the medical profession, or- 
ganized and individually, immediately create and im- 
plement sound, valid prevention programs. I know of 
no place where the job is being done effectively enough. 


WHAT OTHERS ARE SAYING... 


Ir HAS RECENTLY been brought to our attention that certain insurance carriers have broadened 
medical benefits to their subscribers. This is an admirable decision. Implementation of this 
decision, however, presents a definite threat to the freedom of the physician to decide what is 
best for his patient. These insurance carriers decided to broaden the benefits to their sub- 
scribers by stating that a large group of diagnostic procedures would be included in their 
coverage if these procedures were performed in the outpatient departments of hospitals. Not, 
mind you, if they were performed by competent individuals but by hospital outpatient de- 
partments. This decision, by economic force, dictates where, not by whom, the procedures 
must be performed to obtain the additional benefits. 

This is dictation to the physician; telling him in what manner his patient shall be treated, 
double talk to the contrary. When an insurance carrier says that it will pay for a service if 
performed in a certain location but will not pay for the identical service if not performed 
where it specifies, that insurance carrier is exercising economic coercion and attempting to 
dictate to us regarding the care of our patients. Any diagnostic procedure, be it the inter- 
pretation of an x-ray, an electrocardiogram, an electroencephalogram or the examination of a 
blood smear, is basically, the consulting of an expert by the patient’s physician in order to 
aid the patient. 

Is it not coercion and interference to tell any of us that if an electrocardiogram is obtained 
on one of our patients at Hospital X and interpreted by Doctor Y the professional fee will be 
covered by the insurance carrier but that if Doctor Z, who may be more competent in the 
particular problem, renders an opinion on the same patient after obtaining the tracing in his 
office the fee will not be covered by the insurance carrier? Multitudes of similar examples 
may be cited. One additional will suffice. There are competent radiologists in this state whose 
offices are not connected with any hospital. Is it not interference and coercion to tell us that 
the patient must be penalized economically to obtain the opinion of one of these men? What 
choice is left to the patient’s physician to render the best care under such circumstances? 

We are completely in accord with any plan which will give added economic benefits to our 
patients; provided that such a plan is not rendered in a discriminatory manner, that it does 
not interfere with the free choice of the physician by the patient and that it does not interfere 
with the physician’s right and duty to obtain and render to his patient the best care available. 
On all these counts this decision of the insurance carriers stands condemned.—Epwarp J. 
TALLANT, M.D., Detroit Medical News, Vol. XLIX, No. 18, September 9, 1957. 


Dictation to the 
Physician 
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MISUSE OF THE LATIN PHRASE res ipsa loquitur during 
the last ten years has made it come alive and be so 
formidable that it'll take your hard-earned money 
away from you faster than Uncle Sam will with taxes. 
Res ipsa loquitur is a Latin quotation that when 
translated says, “The thing speaks for itself.” The 
doctrine of the law here is simply this: Where you 
have a bad result or an accident that doesn’t normally 
occur unless somebody goofed or was negligent; and 
where the instrument that caused that accident is in 
the exclusive control of the defendant accused; and 
where the plaintiff's conduct couldn’t possibly enter 
in as a factor, then the law will presume, without 
proof of anything, that the defendant did goof, that 
he was negligent. The law will shift the burden away 
from the patient onto the doctor or the defendant to 
prove and to show that he really wasn’t negligent 

and that there is a good explanation for that. 
Recently, in California, 


pe a lawsuit involved a patient 
“ who went through a trans- 
lumbar aortogram. When 
ie he came out of that he had 
> transverse myelitis, he was 
© crippled and paralyzed for 


life. A lawsuit was brought 


The subject of professional liability 
action was presented by R. Crawford 
Morris. He is an attorney with the 
Cleveland, Ohio firm of Arter, Had- 
den, Wykoff and Van Duzer. 
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“THE DOCTOR AND THE LAW” 


GP is privileged to publish a series of ten articles 

on the basic business problems affecting the practice 

of medicine today. Ten authorities discussed 

these problems in Washington, D.C. at a forum 
sponsored by the Medical Council of the Washington 
Metropolitan Area and the Wm. S. Merrell Company. 
This is the fifth in the series. 


PART 2 


How to Prevent Professional Liability Action 


R. CRAWFORD MORRIS, LL. B. 


against the hospital and the surgeon who attended this 
procedure and had ordered it but took no part in it. 
The verdict of the jury was $250,000—that’s one- 
quarter of one million dollars against an individual 
doctor—as well as a hospital. Over the last ten years or 
so there have been numerous verdicts against doctors 
in excess of $100,000, and many between $50,000 
and $100,000. Today malpractice lawsuits are big 
business, the doctor’s fair game, and he’s collectible. 
The very capable and able plaintiff's attorneys are 
moving into the field more and more, which makes 
res tpsa loguitur important to us. 

The theory of the law is that he who accuses must 
prove. If the patient sues you and accuses you of mal- 
practice, he has to prove it. In criminal law, that 
proof must be beyond a reasonable doubt. In the civil 
law and a malpractice lawsuit, this is not so. There the 
plaintiff, the patient, must merely put forth such evi- 
dence against the doctor as to tip the scales against 
the doctor, however slightly beyond equipoise, and 
he has won his case. 

The level of proof is important. The plaintiff starts 
with nothing. He must raise his level of proof so that 
reasonable minds on the jury could differ in their 
conclusions: reasonable minds could say the doctor 
was negligent, reasonable minds could say the doctor 
was not negligent. If he fails to raise his proof that 
high, so that from the evidence he produces, reason- 
able minds could only reach a conclusion in favor of 
the doctor, then the court must take his case away 
from the jury and dismiss it, or order the jury to 
return a verdict for the doctor. If, however, the plain- 
tif raises his proof so high that reasonable minds 
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could conclude only one thing, namely, that the 
doctor was at fault, then the court must say to the 
jury, “I hold as a matter of law that this doctor was 
at fault, and the only question for you is how much.” 
This instance of the proof being that high rarely ever 
happens. Generally the plaintiff struggles to get his 
proof to the point which allows him to go forward 
to the jury, hoping that the jury will be sympathetic 
toward his injuries. That is the theory of the law. 


Law Safeguards Doctors 


Historically, the law has always protected the medi- 
cal profession. It has put a safeguard around the doctor, 
avery important one and one that we should cherish. 
That safeguard is simply this: that the plaintiff, the 
patient, must not only prove his case against the doctor 
to that point at which it can go to the jury, he must 
do so by expert medical testimony of other doctors of 
the same school of medicine and the same specialty as 
the accused defendant doctor. In other words, he 
must give the jury a yardstick by which to measure 
his conduct. The rationale of the law behind that rule 
is that the jury are lay people; they know nothing 
about medicine. A complicated medical situation, a 
total hysterectomy and afterwards a vesicovaginal 
fistula, is one case that we tried in the Supreme Court 
of Ohio. There was blood in the. urine immediately 
afterward and a fistula did develop. The plaintiff claimed 
that the doctor had inadvertently cut the bladder; the 
doctor said he had not. The plaintiff pointed to the 
blood in the urine; the doctor said that came from 
trauma to the bladder. He said that he did not at any 
time cut the bladder, and that the vesicovaginal fistula 
coming later was due to prior inflammatory disease in 
the pelvic area and also due to adhesions from old 
surgical operations. The plaintiff in this case had to 
produce a doctor who said that in his opinion the 
blood in the urine and appearance of the fistula showed 
that the bladder had been unnecessarily traumatized 
and cut and that this was malpractice. The jury can’t 
tell what happens in a hysterectomy and the law will 
not let them speculate. The law says you must produce 
adoctor to set the yardstick, to say, “This is proper 
practice and this defendant doctor failed to do it, or 
he did something he shouldn’t have done.” That is a 
great safeguard and very important to the medical pro- 
fession. It enables the doctor to be judged by fellow 
doctors, and enables the jury to decide on the credi- 
bility of those doctors. That’s much better than just 
being judged by 12 people who have natural sympathies 
with a patient (plaintiff) who has a very bad result. 
_ There is an exception to this in the law. If a matter 
s very simple and the lay jury would know about it— 
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for example, if the doctor did not visit the patient often 
enough—that could be considered by the jury with- 
out proof by a doctor. However those cases are in the 
great minority. 


Elaborates on Definition 


Classically and historically, the doctrine of res ipsa 
loquitur has been applied in cases like this: I’m walking 
along the street minding my own business, and I get 
hit on the head with a hammer. I look up and you’re 
up on a platform, ready to hammer on something— 
without any hammer. I have no way of knowing how 
you dropped that hammer; it’s obvious you dropped 
it; it’s obvious that hammer was under your exclusive 
possession and control; my conduct had nothing to do 
with it; and if you hadn’t been negligent, the hammer 
wouldn’t have fallen. Therefore, the law steps in and 
applies res ipsa loquitur; I merely prove I got hit on 
the head by your hammer; you’ve got to prove how it 
happened to fall and show it wasn’t your fau!t. 

The passenger in the train is another example. 
You’re riding in the train; it jumps the track; you’re 
terribly injured. You sue the railroad company. All 
you have to prove in that case is that you were in the 
train, the train jumped the track, and you were in- 
jured. The burden shifts then to the railroad company ; 
they were in exclusive control of that train; unless some- 


The Latin phrase res ipsa loquitur means “The thing speaks for it- 
self.” This is simply illustrated by a workman's dropping a hammer 
on the head of a man who is walking along the street below. The in- 
jvred party's conduct in such a case could not have had anything to do 
with the accident. This principle is applicable to medical malpractice 
suits. 
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one is negligent or in error, trains don’t jump the 
track. Now the railroad can come in and say, ‘Well, 
little boys went down and put something on the tracks.” 
Or perhaps it’s because the switch wasn’t closed and 
that’s the railroad’s fault. However, that’s the type of 
res ipsa situation in which the law has always applied 
this doctrine. 

Has the law ever applied this doctrine against the 
doctor in malpractice cases? Yes, it has. Is that fair? 
Yes, it is, in the circumstances. These are typical 
circumstances: the foreign body left in after an opera- 
tion, a hemostat someone’s forgotten, a sponge, a non- 
absorbable suture that should have been taken out and 
wasn’t. Does this fit the test? Yes, it does. Here we 
have an injured patient who could not have any con- 
duct. He was unconscious; here we have a hemostat 
left in. Ordinarily this wouldn’t happen unless some- 
body goofed. Also, the defendant surgeon is in control 
of that hemostat. He may have delegated it, but still 
it’s his control under the law. The law says res ipsa 
loquitur, the patient need prove only that he went 
through an operation, that the hemostat was found 
later and that he’s been injured. The burden then 
goes to the doctor: “Doctor, you explain to us just 
why it was that this was left in the patient.” That’s 
fair enough. 


Sympathy Rules Sometimes 


Some courts have extended, distorted and perverted 
the res ipsa loquitur rule into what I call a rule of 
sympathy. In a case where the patient or plaintiff was 
injured and has no way of knowing what happened, 
but the defendant has a better way of knowing, the 
courts have said, “We'll apply res ipsa loquitur. It’s 
just too harsh to impose upon the plaintiff the burden 
of proving her case when she can’t know anything.” 
I’m crossing the street; the next thing I know, I’m in 
the hospital. A witness says, “I saw a car go by right 
after I saw you already in the street; I didn’t see the 
car hit you, but I saw the license number.” They 
get the license number, find it’s your car, and you’ve 
got a dent in the front. You say, “I wasn’t even there, 
and I got that dent when I hit the garage door.” The 
law will step in and say, res ipsa loquitur, and make the 
defendant go forward. I don’t think that is res ipsa 
loquitur. 

Some courts in the last ten or 20 years, especially 
in California which leads the way, have applied this 
rule of sympathy or this perversion of res ipsa loquitur, 
to the medical profession. It’s very, very dangerous for 
the following reasons. 

The medical profession, by its very nature, is the 
very culture medium to spawn the chance te apply 
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this rule, because there are so many times when the 
patient knows nothing; he’s anesthetized; and the 
doctor knows so much. It appeals to the sympathy of 
the court. The innocent patient lying unconscious on 
the operating table; he went in for an appendectomy; 
he comes out with a foot cut off. He went in for a 
benign tumor of the spine at T-12; he came out 
totally paralyzed from T-12 down. Certainly the plain- 
tiff’s doctor has more knowledge of this situation. So 
the medical profession is just ripe for this, and it’s 
very, very dangerous, because it forces the doctor in- 
to the role of the insuror. Now you’ve got to guarantee 
you won’t get a bad result. The law has never said that 
about a doctor, and it’s very unfair to the medical 
profession to say that and to put that burden on him. 
It’s a burden the physician can’t afford to sustain at 
$250,000 a verdict. 

The following is an example of what happened in the 
courts. The year was 1939, and the case before the 
Supreme Court presented these medical facts: After an 
operation on the knee, the patient woke up with a foot 
drop. The medical testimony during the trial was that 
this indicated the peroneal nerve had been injured or 
severed, that ordinarily this does not happen in an op- 
eration, but even with the best of care it will happen in 
5 to 9 per cent of the cases for no known reason. The 
Supreme Court of California in 1939 refused to apply 
res ipsa, quite rightly, on this basis: “If res ipsa were 
the rule, then as a practical proposition no surgeon 
could ever operate without being an insuror of a med- 
ically satisfactory result. Probably in every operation 
there is some hazard which the medical profession 
recognizes and guards against, but which is not always 
overcome. To say that the doctrine of res ipsa loquitur 
allows the recovery of damages in every case where an 
injury does not ordinarily occur would place a burden 
upon the medical profession which the law has not 
heretofore laid upon it. Moreover, such a rule is not 
justified by either reason or authority. The law has 
never held a physician or surgeon liable for every un- 
toward result which may occur in medical practice. It 
requires only that he shall have the degree of learning 
and skill ordinarily possessed by physicians of good 
standing practicing in the same locality and that he 
shall use ordinary care and diligence in applying that 
learning and skill to the treatment of his patients. 
Whether he has done so in a particular case is a ques- 
tion for experts and can be established only by their 
testimony. Negligence on the part of the physician or 
surgeon will not be presumed; it must be affirmatively 
proved. On the contrary, in the absence of expert evi- 
dence, it will be presumed that the physician or sur- 
geon exercised the ordinary care and skill required of 
him in treating his patients.” | 
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Accessibility of Evidence a Factor 


Again, in 1944, in the Supreme Court of California, 
these medical facts were presented: After an appen- 
dectomy, the patient awoke with paralysis and atrophy 
of the muscles around the shoulders. The Supreme 
Court of California applied res ipsa loquitur in this in- 
stance, and stated: ““There is, however, some uncer- 
tainty as to the extent to which res ipsa loquitur may be 
invoked in cases of injury from medical treatment. If 
the doctrine is to continue to serve a useful purpose, 
we should not forget that the particular force and 
justice of the rule regarded as a presumption—throwing 
upon the party charged the duty of producing evi- 
dence—consists in the circumstances that the chief evi- 
dence of the true cause, whether culpable or innocent, 
is practically accessible to the doctor, but inaccessible 
to the injured person. 

“The present case is of a type which comes within 
the reason and spirit of the doctrine more fully perhaps 
than any other. The passenger sitting awake in a rail- 
road car at the time of a collision, the pedestrian walk- 
ing along the street and struck by a falling object or the 
debris of an explosion, are surely not more entitled to 
an explanation than the unconscious patient on the 
operating table. Viewed from this aspect, it is difficult 
to see how the doctrine can, with any justification, be 
so restricted in its statement as to become inapplicable 
toa patient who submits himself to the care and eus- 
tody of doctors and nurses, is rendered unconscious 
and receives some injury from instrumentalities used 
in his treatment. Without the aid of the doctor, the 
patient who receives permanent injuries of a serious 
character obviously the result of someone’s negligence, 
would be entirely unable to recover, unless the doctors 
and nurses in attendance voluntarily chose to disclose 
the identity of the negligent person and the facts estab- 
lishing liability.”” The Supreme Court of California is 
saying, “Here is the rule of sympathy. The patient is 
unconscious and cannot know,” and the Supreme 
Court says that this obviously is the result of someone’s 
negligence. It isn’t, and that’s the whole crux of the 
matter. The court sympathized with the unconscious 
patient, awakening to find this bad result; we sympa- 
thize with the patient too. We agree he’s entitled to a 
full disclosure of all the facts. What he is not entitled 
to is res ipsa loquitur. 

Res ipsa loquitur doesn’t apply by its very definition. 
It’s a bad result, but it’s not a bad result that would not 
occur ordinarily unless someone is negligent. It’s a bad 
result that just occurs. Every so often in anesthesia— 
once in 10,000 cases—somebody dies. Nobody knows 
why. (I’m not sure those are the exact figures, but the 
Principle is the same.) And it’s true of many of the 
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The danger of res ipsa loquitur lies in the “natural sympathy for 
the bad result.” The lay jury is without any medical training at all and 
the patient produces no doctors to help them. Therefore, the doctor is 
judged by the sympathy of the jurors rather than by persons from his 
own profession. 


things that you doctors do. You don’t guarantee cures; 
you’re not omnipotent. The law says you must use 
ordinary care. The presumption is, you have used 
ordinary care. The burden is on the patient, if he 
claims you haven’t, to prove it. The law says that an 
accident, a bad result, however disastrous, never per- 
mits any inference of negligence whatsoever, and yet 
the Supreme Court of California says obviously some- 
body’s been negligent because there’s been a bad re- 
sult. The Supreme Court of California’s wrong again 
when it says the facts are not available to the patient. 
In this modern age, every state and the federal courts 
have broad rules of discovery and procedure. The 
plaintiff's attorney, any competent patient’s attorney, 
can take your deposition, put you under oath, cross- 
exaniine you to the nth degree. He can obtain the 
hospital records. They were made at the time these 
events happened, long before a lawsuit was thought 
of, and are kept in accordance with the rules of the 
American Hospital Association. He gets all of that. 

A highly successful patients’ attorney in California, 
with a record of many large verdicts against doctors, 
boasts in a book, “Depositions of every one of the 
doctors were taken, as provided by the California pro- 
cedures. These depositions were bound. Then I added 
the complete set of medical records from the hospital, 
subpoenaed under the California procedure, and photo- 
stated. These records and testimony made a volume. 
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over six inches high. Nothing further could be said at 
the trial. Before that patient went into the courtroom, 
her attorney knew every fact, every word that could be 
uttered by the defense or by anyone concerning that 
subject.” How can the Supreme Court of California 
say, and I quote them: ‘‘The chief evidence of the true 
cause, whether culpable or innocent, is practically ac- 
cessible to the defendant doctor, but inaccessible to 
the injured person.” It’s no longer so. 


Jury Speculation Is Dangerous 


What is the vice of res ipsa loquitur ? It is not that 
the doctor must go forward and give an explanation to 
the patient. He gave that to the patient long ago and to 
the patient’s lawyers long before trial. The vice is that 
it hurls the doctor into the lion’s den of jury specula- 
tion. Why is jury speculation bad? Jurors are human 
beings. They take one look at a total paraplegic in the 
wheelchair, and they look at the rich, successful de- 
fendant doctor. Their natural sympathy goes out to the 
injured person, and you can’t blame them for that. The 
lay jury wants to be fair, but they’ve had no medical 
training at all. They’re helpless, dependent upon peo- 
ple who come into that court to help them. Now the 
patient produces no doctors to help them. Only the 
defense doctors are on the stand. It’s easy for the trial 
counsel, patient’s lawyers, to misconstrue and distort 
these facts, and to paint a false picture before that jury. 
Lawyers can be very tricky people. You remember 
Socrates’ definition long ago, ‘Why, a rhetorician is 
one who makes the worser appear the better cause.” 
There are very tricky lawyers and they can distort 
facts. And there sits the jury, under res ipsa loquitur— 
natural sympathy for the bad result, without any way 
to understand these facts, with no doctor to come in 
against our defendant doctor and say, “He did this 
that was wrong.” 


If res ipsa loquitur is applied, the doctor loses tle 
fundamental safeguard that he should be judged by 
others of his own school. Instead he’s judged by the 
sympathy in the lay jury mind. 

The reasons for this change, I think, are involved in 
the postwar era, plus the fact that people think the 
doctors are making a lot of money. Mainly, however, 
the change stems from the fact that this is a day when 
the big man must take care of the little man. That’s 
a political philosophy. 

There is a deeper aspect that is very important here. 
The end result of this is that when the doctor faces the 
thought of having to guarantee a cure at $250,000 a 
whack, he retreats. He says, “1 ought to give this man 
an aortogram, but it’s too tricky ; at $250,000 Pll cancel 
it and just treat him conservatively.” They’re doing 
that all along the line. But that, in the end, is going to 
hurt the progress of medical science; it’s going to hurt 
the patient very much, and eventually we’re all patients. 

Lest you think badly of the legal profession, let me 
quote to you from two courts. One court in the United 
States, in 1897, said this: “If the maxim res tpsa loquitur 
were applicable to a case like this, and a failure to cure 
were held to be evidence of negligence on the part 
of the physician or surgeon, few would be courageous 
enough to practice the healing art, for they would 
have to assume financial liability for nearly all the 
ills the flesh is heir to.” An English court in 1954 
said, “We should be doing a disservice to the com- 
munity if we imposed liability on hospitals and doc- 
tors for everything that happens to go wrong. Doctors 
would be led to think more of their own safety than 
the good of their patients. Initiative would be stifled 
and confidence shaken. A proper sense of proportion 
requires us to have regard to the conditions in which 
the hospitals and doctors work. We must insist on 
due care for the patient, but we must not condemn as 
negligence that which is only misadventure.” 


Gland 


Cominc into Encusu from the Old French word “glandre,” or kernal, this word in turn is 


derived from the Latin word “glandula,” which is the diminutive of the Latin word “glans,” 
meaning an acorn. It is thought that the Latin word “glans” was contracted from the old 
Latin word “galans or galanos,” which probably came from the Greek word “‘balanos,” or 
acorn. The “glands” of the body were observed by the ancients and were named in allusion 
to their acorn-like shape. The ancients did not understand the anatomy or function of the 
glands. Their ducts were not known and they were thought to be connected only with veins, 
arteries and nerves. Galen thought that their function was to support the veins and io act as 
a cistern for the various body humors. An understanding of the function and anatomy of the 
glands began in 1642 when Wirsung discovered the principal pancreatic duct.—The Stor) 
Behind the Word, by Harry Wain, M.D. é, 
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Practical Allergy. By M. Coleman Harris, M.D. and Norman 
Shure, M.D. Pp. 485. Price, $7.50. F. A. Davis Co., Phila- 
delphia, 1957. 


Tuis TIMELY volume was written primarily for student in- 
struction in allergy. It also can be recommended to the 
physician who wishes to review current information re- 
garding this specialty. 

By use of the outline method, the author emphasizes 
details of history, physical examination, laboratory pro- 
cedures and allergy skin tests. Pollen, nonpollen and foods 
as causes of allergy are set forth by excellent use of charts. 

In the chapters which discuss respiratory, dermatologic 
and drug allergy, the authors sparsely but cogently present 
treatment. 

Credit should be given the authors for the comprehensive 
chapter on materia medica. It is a handy reference for 
symptomatic treatment of the protean manifestations of 
allergy. 

The paper, printing and manner of presentation made 
this book a delight to read. 

—Louis H. M.D. 


An Introduction to Electrocardiography. By 1. Schamroth, M.B. 

Pp. 60. Price, $2.50. Charles C Thomas, Spring field, Ill., 1957. 
Tis 58-paGE manual is exactly what its title implies, an 
introduction to the subject. Profusely illustrated by mean- 
ingful diagrams and sketches, it simply and clearly explains 
the electrophysiologic principles of electrocardiography. 
For the student or the practitioner who wants a clear un- 
derstanding of the principles — without all the complexities 
and controversies of this subject — this is an excellent book. 

—Joun F. Mosuer, 


Urine and the Urinary Sediment. By Richard W. Lippman, M.D. 

Pp. 140. Price, $8.50. Charles C Thomas, Spring field, Ill., 1957. 
Tus 1s the second and revised edition of Dr. Lippman’s 
atlas of the urinary sediment, which is a worthwhile im- 
provement on what has become a classic text. There has 
been a continuing need for a clear, concise outline of 
methodology for urinalysis and an atlas that would improve 
our recognition of casts and formed elements in the urine. 
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Practitioner's Bookshelf 


The addition of color plates makes this a particularly 
valuable contribution. It affords a ready reference text for 
students of clinical pathology, for laboratory technologists 
and for physicians who have formed the commendable and 
proper habit of doing their own microscopic analyses of 
urinary sediment. In addition there is an extremely clear 
technical section presenting methods for chemical analysis 
and determination. This book is highly recommended for 
practitioners but it should not be on the shelf; it should be 
on the bench beside the microscope. 

—GeEorGE E. ScuREINER, M.D. 


The Handicapped and Their Rehabilitation. Edited by Harry A. 
Pattison, M.D. Pp. 944. Price, $14.75. Charles C Thomas, 
Springfield, Ill., 1957. 

Tue score of this book is quite broad, covering every facet 

of the subject thoroughly. All 44 authors are well known in 

their respective fields and have achieved a surprising uni- 
formity in clarity and simplicity of style. 

The role of each member of the rehabilitation team is 
outlined—essential training, duties and limits of respon- 
sibility. Descriptions of actual therapy techniques avoid 
involved details but are sufficiently complete to guide the 
physician or nurse in localities where professional thera- 
pists are not available. In addition, the book deals with such 
important factors as fatigue, nutrition and workmen’s 
compensation. One section is devoted to various specific 
disabilities and the rehabilitation team’s responsibilities in 
each situation. 

This book should give any physician a clearer concept 
of the rehabilitative potential for every type of handicapped 
patient. For the general practitioner in the smaller com- 
munity, particularly, it should prove a valuable guide in 
planning and carrying through the recommended therapy. 
It is, in fact, a useful reference source for any member of 
the rehabilitation team. | —Miprep E. HERMETET, 0.7. 


General Urology. By Donald R. Smith, M.D. Pp. 322. Price, $4.50. 
Lange Medical Publications, Los Altos, Calif., 1957. 


THIS THOROUGHLY complete textbook on general urology 
outlines concisely the diagnostic as well as therapeutic 
approach to genitourinary problems. The contents are well 
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illustrated by pen and ink drawings and x-ray reproduc- 
tions. The book is easy to follow and is cross-indexed 
beautifully. Its only liabilities are that it has a paperback 
cover and that its pages appear to be multilithed instead of 
type set. This publication will be a worthwhile addition to 
the general physician’s library. 

—Honrace W. Esusacu, M.D. 


A Mental Health Handbook. By Jan Shottowe, M.D. Pp. 196. Price, 
$5.50. Williams & Wilkins Company, Baltimore, 1957. 


THE AUTHOR discusses the various problems in dealing with 
mental health and presents an outline of the present knowl- 
edge of mental health and mental illness. Methods are sug- 
gested whereby individuals and authorities in various 
localities might set up or expand day-to-day mental health 
services. 

Explanation of the practical aims of mental health service 
is concise and accurate. Chapter Two, comprising five 
pages on the question “What is Mental Health ?”, explains 
this question clearly and simply. Other chapters on ‘‘Mar- 
riage and Family Life,” “Epilepsy with Mental Disorder,” 
“Early Adult Life” and the “Principles of Causation” are 
excellent. 

A list of references and source books at the end of each 
chapter is helpful and appreciated by the interested and 
inquisitive reader. 

This small, easy-to-read volume would be of benefit to 


many general physicians in understanding the metal 
health problems of their everyday patients. 
—I. Puiturrs FROHMAN, M.)). 


Unexpected Reactions to Modern Therapeutics Antibiotics. By Lv 
Schindel, M.D. Pp. 146. Price, $3.00. Charles C Thomas, 
Springfield, Ill., 1957. 


Ir nas fallen my lot to review a fair number of books in the 
past, and I have so far resisted the urge to use the timeworn 
sentence, “Every general practitioner should read this 
book.” I am inclined to use it in connection with this review 
for the simple reason that it puts in the physician’s hand, 
in one small volume, a summarization of the reactions 
which may be caused by antibiotics. 

However, this is by ne means one of the best books I have 
ever reviewed. It is full of faults. The author’s discussion 
of toxicity, hypersensitivity and side-effects is not en- 
lightening. The book is full of misprints, is poorly indexed, 
and not strictly up to date. In scientific facts, the author is 
confusing if not inaccurate. 

Pseudomembranous enterocolitis is discussed at greatest 
length in the chapter on penicillin, where it does not be- 
long. It is also discussed in connection with chloroamphen- 
icol and with the tetracyclines, but under a different name 
in each chapter! Only one of these names gets into the in- 
dex. There is a mixup about the toxic effects of streptomy- 
cin and dihydrostreptomycin. In one place the author 
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tal § points out that streptomycin largely causes disturbances Of particular value to general practitioners is the section 
of the cochlear nerve in contrast to the vestibular distur- on excretory urography. The section on enuresis deserves 
D, bances of dihydrostreptomycin; in another, he gives it the _ the study of all generalists who have x-ray in their offices. 
other way around. The spelling, use of language and even The question and answer section at the end of the book 
Leo | the title of the book make one wonder whether anyone _ provides a fine method for determining how much one has 
mas, edited the manuscript. learned. 

The book does not represent the quality one expects Since urologic nomenclature is sometimes a source of 
ithe § from this publisher. It is indifferently printed on cheap considerable confusion, the four-page syllabus of common 
vorn fj} paper, and the cover is almost primitive. urologic terms is well indicated. 
this Nevertheless, I believe that every doctor should read this This is recommended as one of the finest texts in print 
view ff book. It will give him at least a bird’s-eye view of the trou- _ for the general practitioner who is interested in urology. 
and, §§ bles one may expect from indiscriminate use of antibiotics. —Joun S. DeTar, M.D. 
tions § There is always a calculated risk in using drugs, and it is 

time that physicians realize that this applies to antibiotics Spenteneous and Habitual Abortion. By Carl T. Javert, M.D. Pp. 
have §j aswell as to digitalis and narcotics. If a physician does not 450. Price, $11.00. McGraw Hill Book Co., New York, 1958. 
ssion § understand the risks involved, he will not be in a position | Unrit Last winter, when Dr. Carl T. Javert was appointed 
| en- § tocalculate them properly. director of the Department of Obstetrics and Gynecology 
exed, —Jersse D. Risinc, M.D. of Woman’s Hospital Division of St. Luke’s Hospital in - 
10r is New York City, he had been working for 20 years correlat- 

Principals of Urology. An Introductory Textbook to the Diseases of the = ing pathologic, clinical and psychosomatic research into a 
atest Urogenital Tract. By Meredith F. Campbell, M.D. Pp. 622. Price, volume which has been sorely needed on the shelves of 
at be- $9.50. W. B. Saunders Co., Philadelphia, 1957. medicine. For every type of physician, there is a chapter in 
phen- § Tis EXCELLENT volume is highly recommended for use by this complete work. A zealous worker and champion of the 
name §f the general practitioner and the young physician who is long-suffering woman who wants children but loses them, 
he in- § entering a residency program in urology. The general Dr. Javert has woven together, chapter by chapter, a theory 
tomy- § coverage of urology is wide, and the author has provided an which as proved at Woman’s Lying-In-Hospital of New 
uthor J exceedingly readable volume. York Hospital, has cut down fetal and maternal mortality. 
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Within the book one also finds simple pen and ink drawings. 
which help emphasize findings on the problems of spontan- 
eous and premature deliveries. 

Medicolegal, psychosomatic and the clinical and path- 
ologic causes for some habitual and spontaneous abortions 
are so treated that one reads avidly. The suggestions are 
practical and will be welcomed by every physician con- 
cerned with the problems of habitual abortion. 

The chapter on marriage and miscarriage completely 
develops the psychologic aspects of religion, sex and the 
family circle and it also thoroughly discusses mixed mar- 
riages and the importance of conflicts as a contributing 
factor to abortions. 

Psychosomatic therapy is of the homemade variety, Dr. 
Javert states. It is familiar to any family physician who re- 
lieves the patient’s fears and anxieties of obstetrics and gives 
more prenatal care than just taking blood pressure or doing 
urine analyses. 

The chapter on prevention of habitual abortion decries 
the numerous fallacies which have abounded regarding 
the efficacy of using hormones and vitamin E and the dis- 
continuance of diethylstilbestrol. Dr. Javert believes many 
cases of abortions are due to congenital cord difficulties or 
anomalies. 

This book will go through many printings, and many 
babies will be born because of its credo. 

—F. D. NaApoLirANI, M.D. 


Healing: Human and Divine. Edited by Simon Doniger, Ph.1). Pp, 
254. Price, $3.50. Association Press, New York, 1957. 


THIS BOOK is one intended to discuss the related fieids of 
psychiatry and theology. The first portion concerns the 
similarity and differences in the roles of clergymen and 
physicians, with parallel comparison of their respective 
fields or disciplines. The second half deals with prayer from 
both the physiologic and metaphysical aspects. It discusses 
the possibility of man’s having power to manipulate God 
and his temptation to the selfish use of prayer. The other 
approach states that God is unchanging, not only in his 
essence but also in his will; therefore, man cannot change 
or alter God’s purpose, design or plan. Each of these state. 
ments is discussed from both the psychologic and phiysi- 
ologic points of view. 

Spiritual healing is one of the topics discussed with rela- 
tion to science, its psychology and theology. The authors 
place much more emphasis on nature in the service of God 
and of man’s need, rather than upon God as the reverser of 
nature’s way to suit man’s whims or his urgency. One of the 
authors reminds us that simple physical help here and now 
is not the end and goal of human life, that mortality is our 
lot and that there are fates worse than sickness and death. 
He states that perhaps sometimes to be healed is to pass 
from death unto life even if it be from a living death in this 
life into another but new and deathless life. 


TAKEANEWLOOK 
FOOD ALLERGENS 
TAKE LOOK 
NEW DIMETANE 


DIMETANE Extentabs (12 mg. each, coated) provide antihista- 
mine effects daylong or nightlong for 10-12 hours. Tablets (4 mg. 
each, scored) or pleasant-tasting Elixir (2° mg./5 cc.) may be 
prescribed t.i.d. or q.i.d., or as supplementary dosage to Ex- 
tentabs in acute allergic situations. A. H. ROBINS CO., INC., Rich- 
mond 20, Virginia. Ethical Pharmaceuticals of Merit Since 1878. 


*Sea food—source of highly potent allergens. Typical are: lobster; tuna; sturgeon roe; fish oil used to prepare 
leather, chamois, soaps; cuttlefish bone for polishing material and tooth powder; glues made from fish products. 
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The book discusses these problems presented in the 
above paragraph in a manner somewhat confusing to one 
who has little knowledge of theology. It further is confusing 
to one with little knowledge of psychiatry; however, the 
general presentation challenges a re-reading of many of the 
chapters. 

This book would have limited use in the library of the 
general practitioner whose time is limited for reading. How- 
ever, it would be of some reference value for certain of his 
patients who are confused and in need of guidance in this 
field of human and divine healing. I place it on the list of 
reference books for occasional use. 

—KENNETH GLOVER, M.D. 


Diseases of the External Ear. By Ben H. Senturia, M.D. Pp. 200. 
Price, $8.50. Charles C Thomas, Springfield, Iil., 1957. 


THis Is a small volume for a medical book, but it is an ex- 
haustive treatise of a small part of the human anatomy and 
completely covers all conditions of thé external ear and 
auditory canal. The book is printed in large clear type, and 
is well organized with chapter headings and paragraph 
headings making it easy to pick out particular diseases. 
The book is profusely illustrated with clear microphoto- 
graphs and the pathology found in the various conditions, 
although there are no photographs of the ear’s external 


appearance. - 
Dr. Senturia and associates have obviously put many 


hours into preparation of this volume, covering the factors 
responsible for disease and classification of the disease 
based on pathology. The conditions are then backed up by 
investigation and animal experimentation which attempt 
to produce the same situation. The fungus infections of the 
tropics, as well as the conditions of the temperate climate, 
are identified and distinguished. There is a chapter of more 
than 30 pages on specific treatment for each condition and 
the corresponding results of Dr. Senturia’s care. There are 
many conditions of the external ear which annoy patients 
and their attending physicians, and a great deal of in- 
formation can be gained from reading this book. It is, how- 
ever, a reference volume and not one to pick up and read 
through in an evening. I recommend this book to doctors 
who wish to learn more concerning diseases of the external 
ear. —J. Auison Cary, M.D. 


Management of Complications in Eye Surgery. Edited by R. M. 
Fasanella, M.D. Pp. 422. Price, $16.00. W. B. Saunders Co., 
Philadelphia, 1957. 

Tuts BOOK is well conceived and contains a wealth of in- 

formation not heretofore collated. The 21 contributors, in- 

cluding the editor, are all well known in ophthalmology. 

The subject headings cover the complications in the major 

phases of eye surgery; however, as might be expected, the 

authors cover their subjects in different ways and with 
varying degrees of completeness. Some subjects are well 


In a recent 140-patient study’ DIMETANE 
gave “more relief or was superior to 
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a group manifesting a variety of allergic 
conditions. Gave good to excellent re- 
sults in 87%. Was well tolerated in 92%. 
Only 11 patients (8%) experienced any 
side reactions and 5 of these could not 
tolerate any antihistamines. re 
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sleepers 


® Although advanced age itself is not detrimental 
to sleeping well, elderly people who live alone, 
including both widows and widowers, sleep less well 
than those who are married. Sleep during the day 
does not cut into nightly rest in this group. 


* * 


® Sleep paralysis may occur more often than realized. 
It happens just before and after sleeping, lasts from 
a few seconds to a few minutes—may be 


It is not necessarily accompanied by narcolepsy or 
catalepsy. Depending upon the case, psychological, 
physiological or no treatment may be given. 

* * * 


“Come, sleep, O sleep, the certain knot of peace, 

The baiting place of wit, the balm of woe 

The poor man’s wealth, the prisoner’s release, 

Th’ indifferent judge between the high and low. . . .”’ 
—Sir Philip Sidney 


You can trust LorusaTte®—new intermediate- 

acting barbiturate—to bring sleep quickly 

and dependably. It puts patients to sleep in fifteen to 
thirty minutes—sleep that lasts a natural sleep 

span of six to eight hours. Former insomniacs awake 
refreshed—without lethargy. LorusaTr’s new 

form, slender purple Caplets,® is not easy for patients 
to recognize, will appeal to those who resist 

“sleeping pills,” particularly geriatric patients. And 
add a prescription for Lotusate to the next 
International Certificates of Vaccination that you 
make up for a traveler-patient. 


() LABORATORIES 
New York 18, N. Y. 


Lotusate (brand of talbutal) and Caplets, trademarks reg. U.S. Pat. Off. 
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accompanied by the inability to speak or hallucinations. 


covered and replete with illustrations, such as Berke on ‘he 
complications of ptosis. Others, such as Leopold on mcdi- 
cal problems, do not require illustrations. Some authors, it 
seems, might well have used more illustrations and a more 
specific approach to prevention and treatment. The pr:nt- 
ing, format and illustrations are excellent. 

This book is not meant for the student or for the general 
practitioner but for an ophthalmologist with some experience 
in the field of eye surgery. It will be very valuable to this 
specialist, although it is unnatural to separate the surgical 
procedures from the complications in those procedures, 
Some discussion of the statistical possibilities of various 
complications would help in evaluating the different opera- 
tions for the same conditions. Again, the impression is 
given that occasionally the problems reflected are those of 
the individual author, which in some cases might vary from 
general experience. It is conceivable that some surgeons 
will use this volume after having encountered complica- 
tions, hoping to find the answer—or for moral support—on 
the basis that misery loves company. 

Reading a book confined to complications in surgery is 
perhaps like reading a series of reports on airplane acci- 
dents; it is rather discouraging and makes one think per- 
haps that he had better not fly at all. 

—Norman L. CuTLer, M.D. 


Clinical Toxicology. By S. Locket, M. B. Pp. 772. Price, $20.00. 
The C. V. Mosby Company, St. Louis, 1957. 


Clinical Toxicology is a big book subtitled ‘The Clinical 
Diagnosis and Treatment of Poisoning.” This is essentially 
the purpose of this book, i.e., to review the causes of poi- 
soning and methods of diagnosis and treatment. A section 
is included with information enabling laboratories to 
identify and make approximate estimates of some of the 
more common poisons. 

The printing is good. There could, however, be many 
more illustrations. The chief value of the book to physicians 
is the separate treatment index which lists the poisons and 
the pages on which the proper therapies can be found. 

The book should be in every medical school and hospital 
library as a reference work. 

—Micuart A. Corrapo, M.D. 


The Physiologic Basis of Gastrointestinal Therapy. By Heinrich 
Necheles, M.D. and Martin M. Kirshen, M.D. Pp. 330. Price, 
$8.75. Grune ¢ Stratton, Inc., New York, 1957. 


Jupeinc sy the proportion of third and fourth class mail 
from pharmaceutical houses devoted to advertising reme- 
dies for gastrointestinal disease, complaints referable to this 
system must bulk large in every doctor’s practice,. Add to 
this the bewildering profusion of new proprietary remedies 
continually being introduced. The busy physician then 
either ignores these blandishments and sticks to his tried 
and true belladonna and phenobarbital, or he. succumbs 
and prescribes on the basis of the advertisement, using a0 
empirical approach. 

For those who would like to employ the new as well as 
the older drugs in an intelligent manner, this small book 
provides an adequate background of knowledge. The 
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salient features of gastrointestinal physiology as it is under- 
stood today, in health and the more common disease states, 
are presented here in an informal manner, coordinated with 
the effect of various classes of drugs. Chapters on the liver, 
gall bladder and pancreas round out this study of digestive 
processes. Each chapter is a separate essay on one aspect of 
the subject. In addition to chapters on gastrointestinal 
motility and drugs which affect it, there is one on ulcer. 
The book is unadorned with charts or illustrations; they 
are not necessary within its scope. The coverage of the sub- 
ject is adequate for the general practitioner who is con- 
scientious in the practice of gastroenterology and needs a 
rational guide to therapy. M. RoGers, M.D. 


Antibiotics Annual, 1957-1958. Edited by Henry Welch, Ph.D. and 
Felix Marti-Ibanez, M.D. Pp. 1,070. Price, $12.00. Medical En- 
eyclopedia, Inc., New York, 1958. 

INFECTIONS UNDOUBTEDLY rank at the top of the list of im- 

portant problems confronting the average physician, and 

it is therefore of supreme importance that up-to-date and 
authoritative information concerning antibiotics be avail- 
able. The title suggests that this volume might be a resumé 
and synthesis of the important work in the field of anti- 
biotics for the past year, but the reader should be advised 
that it is a collection of 161 papers and three panels that 
were presented at the Fifth Annual Symposium on Anti- 

biotics held in Washington, D. C. in October, 1957. 

In this gold mine of material there are papers covering 
all aspects of antibiotics, many of them doubtless of great 
significance to biochemists, microbiologists, pharmacolo- 
gists and experimental therapeutists. A good many (but 
still a rather small percentage) of the contributions will be 
of direct interest to practicing physicians, but we are not 
given the synthesis of current knowledge which we so 
badly need. Dr. Jawetz’s paper, “Patient, Doctor, Drug 
and Bug,” to select only one outstanding example from 
among several, is one which should be read by every 
practicing physician and is alone worth the price of the 


The panel discussions on rheumatic fever prophylaxis 
and on host resistance and chemotherapy should be of 
value to all clinicians. Academicians should find the book 
aconvenient repository for much of the recent, significant 


work in the field. —Jesse D. Risinc, M.D. 


Shock and Circulatory Homeostasis. Edited by Harold D. Green, 
M.D. Pp. 337. Price, $4.75. Josiah Macy, Jr. Foundation, 
New York, 1957. 


Tus 1s the fifth in a valuable line of conference transac- 
tions, Nine fundamental papers on shock are presented by 
eminent investigators: Bradley on the hepatic blood flow; 
Fine on bacterial factors; Zweifach on humoral factors and 
also the experiments on gernr-free rats; DeBakey on hypo- 
thermia; the late Ephraim Schorr on protection of the 
ferritin inactivating systems; and three papers by Baez. 
Fach paper is accompanied by the discussion that actually 
tasued at Princeton,in 1955. This discussion is often lively 
amd provides quite critical analyses of the work. There is 
ample -vidence of very competent editing. 
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sleep from 


Former insomniacs awake refreshed, without lethargy, 
after sleep from Lotusate, new intermediate-acting 
barbiturate. This somnifacient acts in fifteen to thirty 
minutes—sleep lasts from six to eight hours. 


Lotusate looks different—comes in slender 
purple Caplets®—120 mg. (2 grains). 


Adult somnifacient dosage: 1 purple Caplet 
15 to 30 minutes before retiring. 


New somnifacient brings sleep— 
without lethargy 


LABORATORIES 
New York 18, N. Y. 


Lotusate (brand of talbutal) and Caplets, trademarks reg. U.S. Pat. Off. 
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New! Hollender— 
Psychology of 
Medical Practice 


Helpful answers to a variety 


of basic questions such as: 


* How should you tell a patient about his illness? 
* Should you tell a patient he has cancer? 

¢ What should the cardiac’s family be told? 

* Whether or not to prescribe placebos? 

* What can you do for the dying patient? 


One of the physician’s most difficult tasks is to put himself on 
“the other end of the stethoscope’’—to understand the fears and 
hopes that are in his patient’s mind. This new book helps you 
apply your medical knowledge to the patient’s uninformed atti- 
tudes about his illness—helps you put him in the best possible 
frame of mind to cope with his illness. 


This is not a book on psychiatry or psychosomatic medicine, but 
rather one on the everyday problems of the doctor-patient rela- 
tionship and the emotional reaction of patients to disease. Dr. 
Hollender discusses only those psychological problems that the 
general practitioner can handle himself. 


You'll find answers here to questions you frequently ask your- 
self, questions like: What should you tell a patient about his 
illness?—How do you advise a prospective mother on the merits 
of breast vs. bottle feeding?—How do you cope with the efforts of 
a parent to direct your therapy? 


Dr. Hollender stresses the importance of dealing with each pa- 
tient as an individual rather than as a type. He devotes special 
attention to the medical, surgical, obstetrical and pediatric 
patient. 

By MARC H. HOLLENDER, M.D., Professor and Chairman, Department of Psychia- 


try, State University of New York Upstate Medical Center and Director, Syracuse 
Psychiatric Hospital. 276 pages, 644" x 914". $6.50. New! 


\-------—- Order Form -------- 
GP9-58 
W.B. SAUNDERS Company 
West Washington Square Philadelphia 5 

Please send me and charge my account: 


| 

| 

Hollender’s Psychology of Medical 
| 

| 

| 


188 


The Josiah Macy, Jr. Foundation series of conferences 
on shock is well known to investigators and to students of 
the circulation. This last volume maintains the high staid- 
ards of preceding ones. Its feature is the discussion. \n 
elegant example is the irrelevant but enlightening digression 
on the health of dogs used in research, participated in by 
Burch, Knisely and Fremont-Smith (p. 141). Books like this 
provide a real insight into theproblems of performing funda- 
mental research, and as such can be profitable reading for 
all physicians. —Joun C. Ross, M.p. 


Also Received 


Atruoucu GP endeavors to publish as many reviews of 
books as possible, space will not permit the review of all 
books received from publishers. 


Art Therapy in a Children’s Community. By Edith Kramer. Pp. 
238. Price, $6.75. Charles C Thomas, Spring field, Ill., 1958. 


Biology of Neuroglia. Edited by William F. Windle, Ph.D. Pp. 340. 
Price, $8.50. Charles C Thomas, Springfield, Ill., 1958. 


Fifty Years of Neurosurgery. A Personal Story by Ernest Sachs, M.D. 
Pp. 186. Price, $3.50. Vantage Press, Inc., New York, 1958. 


Glaucoma. Transactions of the Second Conference December 3, 4 and 
5, 1956. Edited by Frank W. Newell, M.D. Pp. 245. Price, 
$4.95. Josiah Macy, Jr. Foundation, New York, 1958. 


Hospital Accreditation References. American Hospital: Association. 
Pp. 136. Price, $3.25. American Hospital Association, Chicago, 
1957. 


Marriage and Personality. By Ainslie Meares. Pp. 157. Price, $3.95. 
Charles C Thomas, Springfield, Ill., 1957. 


The Medical Clinics of North America. Symposium from Chicago on 
Difficult Office Problems. Honorary editor, LeRoy H. Sloan, M.D. 
Pp. 311. Price, $2.50. W. B. Saunders Co., Philadelphia, 1958. 


Medicine and Man. By Ritchie Calder. Pp. 256. Price, $0.50. The 
New American Library, New York, 1958. 


Mosby's Review of Practical Nursing. 2nd ed. Pp. 354. Price, $4.25. 
C. V. Mosby Co., St. Louis, 1957. 


New and Nonofficial Drugs, 1958. Evaluated by AMA Council on 
Drugs. Pp. 645. Price, $3.35. J. B. Lippincott Co., Philadelphia, 
1958. 


No More Tonsils. By Ellen Paullin. Pp. 16. Price, $2.00. The Bea- 
con Press, Boston, 1958. 


Perennially Yours, Probie. By ie Deke: Price, $2.50. Springer 
Publishing Co., Inc., New York, 1958. 


Polysaccharides in Biology. Transactions of the Second Conference, 
April 25, 26 and 27, 1956. Edited by Georg F. Springer, M.D. 
Pp. 245. Price, $5.00. Josiah Macy, Jr. Foundation, New York, 
1958. 
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FILIBON helps 

her meet the nutritional demands of pregnancy in today’s 
active life by supplying full vitamin-mineral supple- 
mentation, plus... 

* A phosphorus-free formula 

* Vitamins Bg and K—prophylactically important 

* Noninhibitory intrinsic factor to augment B12 absorption 
* New, better-tolerated source of iron 

* Important trace elements 


to keep her on the regimen you prescribe 

* the attractive FILIBON Jar 

* the FILIBON capsule, small and easy to swallow 

*the convenient FILIBON dosage, easy to remember— 
only one a day 


Bach soft-shell FILIBON capsule 
contains 


Vi Tron (as Fumarate) ... 30 mg. 
ttamin A . . . 4,000 U.S.P. Units Intrinsic Factor. ... . 

D "400 Units Fluorine (CaF2)_ 0.015 mg. 
Thiamine Mononitrate (Bi) 3mg. Copper(CuO)...... 0.15 mg. 
idoxine (Bs). . . . oe: 0.01 mg 
latinamide ...... 10 mg. Potassium 0.835 mg. 

Riboflavin (Be)... mg Manganese (MnO2) 0.05 mg. 
Wamin Big 2mcgm. Magnesium (MgO) mg 

Ve ic Acid (C) . . 50mg. Molybdenum 

Paina, K (Menadione) | 0.5 mg. (NazMo04.2H20) . . . 0.025 mg. 
‘rous 'umarate .. . 90 mg. Calcium Carbonate ... 575 mg. 


in the picture... during pregnancy 


PHOSPHORUS-FREE PRENATAL VITAMIN-MINERAL SUPPLEMENT LEDERLE 


DOSAGE / one or more 
capsules daily 


SUPPLIED / attractive 
re-usable botties 
of 100 capsules 


LEDERLE LABORATORIES, a Division _of AMERICAN CYANAMID COMPANY, Pearl River, New York E> 


"Reg. U.S. Pat. off. 
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Medicine 
a Tradition 
for Director Perkins 


James M. Perkins, M.D. 


Cominc from a long line of physicians in general prac- 
tice, Dr. James M. (for Meredith) Perkins of Denver, 
Colo., one of the Academy’s three new directors, 
naturally followed in the footsteps of his father and 
three paternal uncles. 

The son of Dr. and Mrs. Carter C. Perkins, Dr. Per- 
kins was born August 19, 1910 in Denver. He was the 
namesake of one uncle, Dr. J. M. Perkins, who served 
as mayor of Denver in 1913. 

Even before Dr. Perkins’ election to the Academy’s 
Board of Directors this year ini Dallas, he had become 
an active and well known figure at Assemblies. He has 
been a delegate from Colorado since 1951 and each 
year since 1953 has served either as chairman or as a 
member of one of the reference committees. 

In 1953 and 1954 Dr. Perkins was a member of the 
Press Committee. The following year he was on the 
Credentials Committee. In 1956 he served as chair- 
man of the Nominating Committee in Washington, 
D. C. and in 1957 was chairman of the Reference 
Committee on Education. This year he headed the 
Committee on Miscellaneous Business. In addition to 
these posts, Director Perkins has also been a member 
of the Academy’s Commission on Hospitals since 1955. 

Dr. Perkins, who has been on the board of directors 
of the Colorado chapter for three years, is active in the 
American Medical Association, Colorado State Medi- 
cal Society and Denver Medical Society. 

In the AMA he was chairman of the Sixth District 
Conference County Medical Society Officers in 1949- 
1950, was delegate to Western State Medical Legisla- 
tive Conference in 1950 and has been a member of the 
Conference of State Medical Society Officers since 
1950. 

A delegate to the state medical society for eight 
years, Dr. Perkins served as a trustee and secretary 
from 1954 to 1957. His reference committee posts 
have been in key areas of interest. He has also served 


212 


AN ACADEMY OFFICER'S PROFILE... 


on the state committees on public policy, constitution 
and by-laws and scientific program. 

This year Dr. Perkins is trustee and president of 
Denver Medical Society. He served as trustee and 
secretary from 1949 to 1955. Beginning in 1949 Dr, 
Perkins became editor of the Denver Medical Bulletin, a 
position he still holds. His other posts include being 
Speakers’ Bureau chairman, a member of the Com- 
munity Chest Committee and on the Constitution and 
By-Laws Committee. 

Higher learning for Dr. Perkins began at the Uni- 
versity of Colorado. However, in the summer of 1930 
when he met Miss Juanita Evans Venrick, who was to 
become the future Mrs. Perkins, he decided to com- 
plete his college work in Missouri, Miss Venrick’s 
home state. The Perkinses were married in Missouri on 
October 5, 1933. 

After transferring to the University of Missouri, Dr. 
Perkins received his A.B. degree there in 1932, and his 
M.D. in 1936 from St. Louis University, his father’s 
alma mater. He took his internship at Mercy Hospital 
in Denver and in 1938-1939 was a part-time general 
resident at St. Luke’s Hospital. During this time Dr. 
Perkins organized the surgical residency program, the 
first in a private hospital in Denver. 

Prior to World War II he did general practice but 
primarily devoted his practice to Ob-Gyn. While serv- 
ing in the Army from 1942 to 1946 all of his assign- 
ments were orthopedic. Following the war, however, 
he turned to general practice and became an AAGP 
member in 1948. 

Up until World War II Dr. Perkins was on the staffs 
of all six hospitals in Denver. He has since been an 
associate at Children’s Hospital and was on its General 
Practice Committee in 1956. He has been on the active 
staff of St. Luke’s Hospital since 1940 and on one or 
more of its committees each year. He has been particu- 
larly active in its General Practice Section. 

Civicwise, being on the board of directors is nothing 
new to Dr. Perkins. He has just completed three-year 
terms on the board of the Community Chest and of the 
Credit Bureau of Greater Denver. He is currently a 
director of the Chamber of Commerce. In addition to 
holding prominent posts in the Code of Cooperation 
(press, radio and TV), Lake Edith Improvement Co., 
Denver Medical Club, State Selective Service System 
and Colorado National Guard, he is medical con- 
sultant to Colorado Vocational Rehabilitation, Ameri- 
can Red Cross Home Service and Domestic Court 
Marriage Counseling Panel. 

Dr. and Mrs. Perkins have one son, James M. Per- 
kins, Jr., who has just completed his sophomore year 
as an honor student at Shattuck School, Fairbault, 
Minn. 
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THE NUMBER of winners of the annual Mead Johnson 
Awards for Graduate Training in General Practice will 
be doubled in 1959 to allow 20 $1,000 awards to be 
given, rather than the usual ten, according to an an- 
nouncement from the Academy’s Mead Johnson 
Awards Committee. 

Expansion of the program has been made possible 
since the doubling of the grant in 1957. That year at 
the Assembly in St. Louis it was announced that Mead 
Johnson & Company, Evansville, Ind., the donor, 
would increase the annual amount from $10,000 to 
$20,000. This year the additional amount has been 
used to promote the program and to make a study to 
improve general practice residencies. 

With the increase to 20 winners for the coming year, 
Dr. Bernard E. Edwards of South Bend, Ind., chairman 
of the Mead Johnson Awards Committee, urges each 
state to be continually mindful of good applicants and 
to nominate at least one candidate. Increased activity 
by state chapters last year resulted in 56 applicants for 
the ten awards which were announced at the Anni- 
versary Assembly in Dallas. 

Any physician who is in an internship, a first-year 
residency, or in military service and can start a general 
practice residency in July, 1959 is eligible to apply. 
Winners are selected by the Academy’s committee on 
the basis of scholarship, professional aptitude and fit- 
ness for general practice. 

Application blanks, brochures and posters are avail- 
ble on request from the American Academy of Gen- 
tal Practice, Volker Blvd. at Brookside, Kansas City 
12,Mo. Applications must be completed and returned 
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Twenty Mead Johnson General Practice Awards to be Given in 1959 


States Urged to Submit Candidates 
For Expanded Program in General Practice 


News 


to the AAGP headquarters office prior to February 1, 
1959. 

In addition to the application, the applicant is re- 
quired to submit letters of endorsement from the chair- 
man of the intern committee at his hospital, the dean 
of his medical school and a member of the American 
Academy of General Practice. 

The Academy maintains the policy of no “hold- 
overs” since the intent of the program is to assist the 
maximum number of physicians each year in obtaining 
training in approved general practice residencies. 
Winners called to military service will be replaced by 
other eligible applicants who will be able to start resi- 
dency training in the current year at a later time. 

However, a physician who has completed his mili- 
tary service and has no other residency training will be 


. eligible to reapply for the 


award. 

The Committee on Mead 
Johnson Awards for Gradu- 
ate Training in General 
Practice will meet in Febru- 
ary to select the 1959 win- 
ners. These 20 will be 
announced April 7, 1959 
during the Academy’s 11th 
Annual Scientific Assembly 
in San Francisco. 

In addition to Dr. Ed- 
wards, who will make the 
announcement in San Fran- 
cisco, the other committee 


Bernard E. Edwards, M.D. 


Dr. Edwards, chairman of 
the Mead Johnson Awards 
Committee, will announce 
the winners next April. 
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EVER SUFFERERS 


get greater relief* 
with 


Novahistine 


than with 
antihistamines alone 


*greater relief...because a distinctly 
additive action is obtained by combin- 
ing a sympathomimetic with an anti- 
histaminic drug. 


tastes good! 


There’s no fuss when giving Nova- 
histine Elixir to children...they like 
the good taste. Mothers appreciate 
how easy it is to give. 


Each 5 cc. teaspoonful contains: 


Phenylephrine hydrochloride 5.0 mg. 
Prophenpyridamine maleate 12.5 mg. 


PITMAN-MOORE COMPANY 
DIVISION OF ALLIED LABORATORIES, INC. 
INDIANAPOLIS 6, INDIANA 


One of Many Presentations .. . Jn New Orleans the First District 
(Louisiana) chapter recently honored two recipients of the Academy’s 
1958 Mead Johnson Scholarship Awards. Shown here receiving 
their certificates are honorees, Drs. Samuel Holiaday, second from 
left, and Harlie Bearden, right. Also pictured are Dr. Charles Moseley, 
left, first district president and Dr. Julius W. Daigle, Louisiana 
chapter president. 


Pennsylvania Presentation ... Another such scene was this one at 
Pennsylvania chapter’s tenth annual scientific meeting where the 
Mead Johnson recipient from that state, Dr. Albert L. Huber (/eft) of 
Geisinger Memorial Hospital, Danville, accepts his award from 
Dr. Ethan L. Trexler, Pennsylvania immediate past president. 


Michigan Presentation . . . Michigan’s Mead Johnson winner, 
Dr. Don Neal Ridgway, was presented his award at a dinner meeting 
of the Saginaw (Michigan) chapter. Shown left to right are 
Drs. F. P. Brender, Saginaw chapter president; E. Clarkson Long, 
Michigan chapter executive secretary; Ridgway; Mr. Randolph Harrell 
of Mead Johnson & Co. and Dr. F. P. Rhodes, Michigan chapler 
president. 
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members are Drs. Donald Kast, Des Moines, Ia.; R. 
Adelaide Draper, Dorchester, Mass.; Walter T. Gunn, 
§t. Louis, Mo.; Earl L. Malone, Roswell, N. M. and 
Robert E. Verdon, Cliffside Park, N. J. 

Next year’s winners, as in the past, will receive their 
certificates of award in a public presentation which is 
arranged by the state or local chapter of the Academy. 
(See cuts on opposite page.) The resident also receives a 
certificate of completion when he has finished his 
residency training. The $1,000 award is divided into 
monthly payments during the year. 

Winners must take their training in an approved 
general practice residency. A current list of hospitals 
with approved programs is available upon request. 

The Mead Johnson Award Program, now beginning 
its eighth year, has proved very satisfactory. At mid- 
year, of the 44 past winners who are now in practice in 
the United States, 23 are Academy members. Two 
others are practicing at mission stations in Africa—one 
in the Union of South Africa, the other in Nigeria. 

Altogether, 66 winners have been selected during 


the span of the program. Ten completed their residen- Faculty Status—Five of the members of the general practice faculty 
cies this summer and the ten 1958 winners began resi- at the University of Mississippi School of Medicine are shown at 
dics ly 1 graduation exercises. Front row (left to right) are Dr. John B. 
On Ju Howell, Jr. and Dr. William Lotterhos; second row, Dr. Louis 

The distribution of the 44 winners now practicing F. Rittelmeyer; third row, Dr. John C. Longest and Dr. A. T. Tatum. 
throughout the United States is shown on the map Drs. Longest and Tatum are two of. the newest appointees. All 
(see cut below). They are located in 23 states and in the except Dr. Rittelmeyer, who is an associate professor and director 
Dielict of Columbia. f of the Section on General Practice, are clinical instructors 


A study of their whereabouts shows that 59 per cent 
are in communities of less than 25,000. Twenty per 
cent of these are in com- 
munities of less than 2,500. 


oneal Of the remaining 41 per 
cere the cent: 

Left) of 
d from 
t. 


7 per cent are in cities of 
500,000 or more population 

1] per cent are in cities of 
250,000 to 500,000 popu- 
lation 

12 per cent are in cities 


0f100,000 to 250,000 popu- intl slonie-4 
lation 


Il per cent are in cities Calif.—4 
of 25,000 to 100,000 popu- eee 
lation 


A—1 to 2,500 (9) 


Winners In Practice As Of July 1, 
map shows the dis- 
bibution of the 44 past winners 
{the Mead Johnson Awards for & — 250,000 to 500,000 (5) 
Graduate Training in General F — 500,000 or more (3) 
Practice «ho are practicing in this 
country, 


GP September 1958 


| > 
; a 
a 
AE 
B 
8 
Ore.—1 Mich.—12. 
aS 
J.-2 
| 
~ 
Va.—24p. C.—1 
winner, 
Fla.—1 
ght are: 
Long, 
h Harrell 
chapter 
215 


While the cure of epilepsy is still.an unrealized hope, today’s modern therapy permits 
a control of seizures undreamed of in the past. Indeed, the epileptic of today enjoys most 
of the freedoms and human relationships that go with normal living. These advances stem, 


the face 
of epilepsy, 


in part, from a finer knowledge of the disease and today’s 
more effective antiepileptic drugs. Here are five 
distinguished anticonvulsants that can help you give the 
epileptic the most precious of all gifts, 
a seizure-free life. 


anticonvulsants by Abbott 


PEGANONE® 
(Ethotoin, Abbott) 


Newest of Abbott's anti- 
convulsants ... hydan- 
toin of exceptionally low 
toxicity for grand mal 
and psychomotor seizures. 


e09146 


PHENURONE® 
(Phenacemide, Abbott) 


Used with discretion, will 
often prove successful 
where all other therapy 
fails in treating psycho- 
motor, grand mal, petit 
mal and mixed seizures. 


GEMONIL® 
(Metharbital, Abbott) 


An effective drug with low 
toxicity for treating grand 
mal, petit mal, myoclonic 
and mixed seizures symp- 
tomatic of organic brain 
damage. 


TRIDIONE® 
(Trimethadione, Abbott) 
PARADIONE® 
(Paramethadione, Abbott) 


Two eminently successful 
anticonvulsants for symp- 
tomatic control of petit 
mal, myoclonic and 
akinetic seizures... 
Tridione will often work 
where Paradione won't 
and vice versa. 
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Trends and Events in the Nation’s Capital 
From GP’s Special Washington Correspondent 


FepeRAL Bureau oF Narcotics again has put its foot 
down hard on the proposal to legalize administration 
of drugs to addicts by clinics or designated physicians. 
Its latest assault is directed against recommendations 
by a joint committee of American Bar Association and 
American Medical Association that such a reform be 
adopted nationally. 

Narcotics Commissioner Harry J. Anslinger en- 
dorsed conclusions of his advisory committee, which 
reported to him, in part: 

"The Advisory commiitee is utterly amazed that the 
ABA-AMA group recommends measures similar to the 
British system as a panacea for the problem in the 
United States. This shows a complete lack of pene- 
trating analysis.” 

The committee’s report noted that per capita con- 
sumption of narcotics in the United Kingdom is double 
that of the U.S.; that smoking opium addicts are not 
included in the British figures, and that “the advo- 
cates of the British system are silent on so-called mini- 
mal doses of smoking opium supplied to these addicts 
by physicians to keep them normal.” 

“The British physician would be in serious trouble 
with the authorities if he wrote prescriptions for smok- 
ing opium . . . The unfortunate narcotic situation in 
the United Kingdom is a reflection of free National 
Health Service, otherwise known as socialized medi- 
cine,”” 


Hearings’ No. 1 Question 


Public hearings conducted in July on Capitol Hill 
into basic problems of veterans’ medical care and hos- 
pitalization elicited facts and information which should 
prove useful to Congress next year when legislation 
dlecting major reforms of this multi-billion dollar sys- 
tem is expected to be introduced. 

The government’s responsibility to provide pro- 
fessional care and hospitalization for the non-service- 
connected disability or injury continues to be the No. 1 
question. A clear-cut enunciation of policy is impera- 
tive, according to testimony presented before the 
House Committee on Veterans’ Affairs, in order to 
make decisions on expansion of VA hospitals and re- 
ctuitment of staff personnel. 

VA Administrator Sumner G. Whittier, appealing 
for guidance from Congress, said: 

“A clear statement of policy, answering the ques- 
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tions now left unanswered, would dispel many of the 
dark clouds of confusion and misunderstanding, would 
make operations among the different departments of 
government and Congress a more efficiently function- 
ing effort, and give to the administrator of Veterans 
Affairs a happier and smoother highway to follow as he 
seeks to carry out the will of Congress and people in 
caring for the disabled and needy veterans of this 
Republic.” 


Manuscripts Welcomed 


General practitioners are welcome to submit manu- 
scripts for, as well as to attend, the Sixth Annual 
Symposium on Antibiotics to be held in Washington 
October 15-17, 1958. 

September 15 is the deadline for transmitting manu- 
scripts in duplicate. They must be original and previ- 
ously unpublished material. Such papers are to be 
directed to Dr. Henry Welch, director, Division of 
Antibiotics, Food and Drug Administration, Dept. of 
HEW, Washington 25, D.C. Accepted manuscripts 
will be published in book form by Medical Encyclo- 
paedia, Inc., 30 East 60th St., New York 22, N.Y. 

Opening session of the symposium will commemo- 
rate the 30th anniversary of discovery of penicillin by 
Sir Alexander Fleming and the tenth anniversary of 
the introduction of concept of broad-spectrum anti- 
biotics. 


Largest USPHS Appropriations 


The U.S. Public Health Service entered a new fiscal 
year last July 1 with an annual appropriation which is 
the largest in its history. Support of medical research, 
grants to state and local governments, aid to medical 
education—all will be at record highs during current 
fiscal year, 

National Institutes of Health alone will have $294,- 
383,000 to allocate in research grants in aid, fellow- 
ships and for intramural research and maintenance of 
the NIH Clinical Center (500 beds) in suburban 
Bethesda, Md. 

For distribution among the states in Hill-Burton 
hospital construction grants, Congress approved $185 
million. This will be divided as follows: General medi- 
cal and surgical beds, $150 million; diagnostic and 
treatment centers, $7.5 million; chronic beds, $7.5 
million; rehabilitation facilities, $10 million; nursing 
and convalescent homes, $10 million. 

Under the heading of “general assistance to states,” 
Public Health Service will offer $500,000 for general 
health grants; $115,000 for training of public health 
personnel ; $128,000 to initiate a study in silicosis and 
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Sept. 19 


SECOND ANNUAL SYMPOSIUM 
ON INFECTIOUS DISEASES* 


Staphylococcal Infections: 
Rost. WISE, M.D., Jefferson Medical School 
Wo. KIRBY, M.D., University of Washington 
H. F. DOWLING, M.D., University of Illinois 
Steroids in Infectious Diseases: 
R. C. ELEY, M.D., Harvard University 
New Respiratory Vaccines: 
THOS, WARD, M.D., Notre Dame University 
Acute Glomerulonephritis: 
THOS. HAIGHT, M.D., University of Oklahoma 


U’s Ba Auditorium 


IN KANSAS CITY 


Sept. 20-21 


STATE OFFICERS’ CONFERENCE 
"COUNCIL OF THE CHIEFS” 


Hospital Relations 
Postgraduate Education 
Convention Management 
State Chapter Publications 
Membership Techniques 


Hear and participate in these vitally 
important discussions at the national level, 


AAGP’s National Headquarters 


*Sponsored jointly by the American Academy of General Practice, Kansas University Medical Center 
and Lederle Laboratories. 


PLUS THESE INTERESTING EXTRAS 
* Cocktail Receptions 


“= Banquet with Important Medi- 

cal Speaker 1 will attend Symposium on September 19 [_] 

* Special Entertainment for the Ladies : 

* Tours of National Headquarters | will attend Conference, September 20, 21 [1] 
oo My wife will ([] will not [[] accompany me. 


Building 
* Baseball—K.C. Athletics vs Chicago 
Banquet tickets, September 20, at $6.00 each. 
MAKE YOUR PLANS NOW- 
i at 
Use This Form for the Best Hotel Reservations ’ Please make reservations for Nelson Gallery Tour and Tea (Sept. 20) 
unless otherwise requested) Please reserve (type of room) 
HOTEL RATE SCHEDULE A, 
DousBLe (2 Persons) ..$12.00 to $18.00 Arrival date PM _ Departure date 
..$13.00 to $28.00 

SuiTEs (3 & 4 Rooms) ..$40.00 to $75.00 
PARLOR-BEDROOM ..................$12.00 to $28.00 Address__ City. 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 
Volker Boulevard at Brookside, Kansas City 12, Missouri 


for (number persons)_____—— 


White Sox Please reserve 
, ‘ $2.00 each. 
(All reservations will be in Hotel Mueblebach 
SINGLE (1 Person) --$ 8.00 to $20.00 AM 
.$25.00 to $60.00 Name (Print) 


State___—_— 
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pneumoconiosis; $74,000 to support work for chroni- 
cally ill and aged ; $72,000 for accident prevention. 
Seven million dollars was provided for construction 
of a new building for the National Library of Medicine 
(formerly Army Medical Library), largest in the world. 


Another Medicare Snag 


The government’s Medicare program, which has 
had a bumpy road since its inception in December, 
1956, has placed the Navy Department in an awkward 
position. 

Navy recently asked Congress to permit transfer of 
an $8 million surplus for “ships and facilities” to 
Bureau of Medicine and Surgery so that ample funds 
would be available to pay private doctors and hospitals 
for services rendered to servicemen’s dependents. 

The House Appropriations Committee emphatically 
rejected the request and charged that the assumption 


Also see the AMA Washington Report, page 241. 


of uncontrolled obligations to pay for civilian services 
to dependents constitutes a violation of federal law. 

“It was stated to the committee,” said its report, 
“that the additional funds for medical care were 
necessary to meet the costs of an increased patient 
load and higher rates for medical care of dependents of 
military personnel in non-Naval medical facilities. 
Because of the lack of proper regulations, the cost of 
caring for dependents of military personnel up to this 
time have not been controlled by the Navy, nor have 
such costs been controlled by the other services. 

“The Secretary of Defense must see that steps are 
taken to assure compliance with the law and to fix 
responsibility for violations. In the present case, the 
department was given a clear directive on the particu- 
lar problem of controlling Medicare costs last year and 
yet no effective action was taken.” 


Members will be converging on Kansas City this month 
toattend the Second Annual Symposium on Infectious 
Diseases and the Annual State Officers’ Conference. 

The symposium, which will give members six hours 
of Category I credit, will be held Friday, September 19, 
under the sponsorship of the Academy, the University 
of Kansas Medical Center and Lederle Laboratories. 

The following two days, the expanded State Officers’ 
Conference which is billed as a “‘Council of the Chiefs” 
will convene in Kansas City’s Hotel Muehlebach. 

The program for the symposium which will be held 
in Battenfeld Auditorium on the KU Medical Center’s 
campus in Kansas City, Kan. is as follows: 


8:30 a.m. Registration 

9:00 a.m. (PResmENT T. Jackson, presiding 
officer) 
** Staphylococcal Infections: Modern Methods of 
Diagnosis” 
Dr. Rosert I. Wise, Jefferson Medical 
School, Philadelphia, Pa. 

9:30 a.m. “Staphylococcal Infections: New Concepts in 
Ejndemiology” 
Dr. Wiuiam M. M. Kirsy, University of 
Washington, Seattle, Wash. 

10:00 a.m. “Staphylococcal Infections: Control and Treat- 
ment” 
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Symposium and Officers’ Conference This Month in Kansas City 


Dr. Harry F. Dowuinc, University of Ili- 
nois, Chicago, IIl. 

10:30 a.m. Recess—Morning Coffee (Courtesy, Lederle 
Laboratories) 

10:45 a.m. “Panel Discussion” 
Dr. Rosert Weser, University of Kansas, 
moderator 


12 Noon Recess for lunch 


1:30 p.m. (Dr. Herman E. Druitt, presiding officer) 
“The Role of Steroids in Contagious Diseases” 
Dr. R. C. Etey, Harvard University, Cam- 
bridge, Mass. 

2:00 p.m. “A Review of the New Respiratory Vaccines” 
Dr. THomas Warp, Notre Dame Univer- 
sity, South Bend, Ind. 

2:30 p.m. “Diagnosis and Control of Acute Glome- 
rulonephritis” 

Dr. Tuomas Haicut, University of Okla-. 
homa, Oklahoma City, Okla. 

3:00 p.m. Recess—Afternoon Coffee (Courtesy, Le- 
derle Laboratories) 

3:15 p.m. “Panel Discussion” 

Dr. Rospert WEBER, moderator 

Cocktails, Hotel Muehlebach (Courtesy, 

Lederle Laboratories) 


6:00 p.m. 
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VAGINAL JELLY 


when the ‘jelly-alone’ method 
ig advised, NEw Koromex@) 
the outstandingly competent 
spermatocidic agent... 

is now available 

to physicians. 


AVAILABILITY, ANOTHER H-R “FIRST”. . . 

Large tube of K @ vaginal jelly, 125 grams, with 

patented measured dose applicator, is supplied in a 

washable, p sppestingly feminine zippered kit, at no extra 

charge, for home storage. Boric Acid 

The 125 gram tube of Koromex@ may also be bought 
separately at any time. Factual 


HOLLAND-RANTOS CO., INC. 145 HUDSON STREET, NEW YORK 13, 
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On Saturday, September 20, the state officers will 
gather for the following program: 


9:45 a.M. Hospital Relations 
Moderator: Dr. BERNARD HarPoLe 
(Two-hour session—15 minutes per paper 
—followed by one-hour discussion) 
1. How to maintain a voice for general prac- 
tice in the hosjntal staff 
Dr. Joun Watsu, Sacramento, Calif. 
2. How to define and control staff privileges 
Dr. Joun Linpsay, Nashville, Tenn. 
3. How to conduct a hospital audit 
Dr. RicHarp CHAMBERLAIN, Maplewood, 
N.J. 
4. How to participate in your hospital teaching 
program 
Dr. Jesse Risinc, Kansas City, Kan. 


12 Noon Complimentary Luncheon 


1:30 p.m. Postgraduate Education 
Moderator: Dr. HarPoLe 
(14%-hour session—15 minutes per paper 
—30-minute discussion) 
1. How to help your members meet postgradu- 
ate requirements 
Dr. Rosert Vervon, Cliffside Park, N.J. 
2. How to improve Category I postgraduate 
courses 
Dr. Mary ExizaBeTH JOHNSTON, Tazewell, 
Va. 
3. How to maintain records of postgraduate 
credits 
Dr. RaFaet SANCHEZ, New Orleans, La. 
4. How to develop general practice residencies 
Dr. Warp Dartey, executive director, 
Association of American Medical Colleges 
3:30 p.m. Convention Management 
Moderator: Mr. Rocers 
(14-hour session—10 minutes per paper 
—40-minute discussion) 
1. How to promote attendance 
Dr. Samuet Gartan, New York, N.Y. 
2. How to sell exhibitors 
Dr. Francis P. Ruoapes, Detroit, Mich. 
3. How to get better speakers and keep them 
happy 
Anna Payne, executive secretary, Oregon 
Academy of General Practice 
4. How to entertain the ladies. 
Mrs. Bernarp Harpote, Portland, Ore. 
5. How to get publicity 
Mr. Rocers 
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SunpDay, SEPTEMBER 21 


10:00 a.m. State Chapter Publications 
Moderator: Dr. Carrot, WiTTEN 
(1%-hour session—20 minutes per paper 
—30-minute discussion) 
1. How to define the philosophy and purposes 
of your chapter publication 
Dr. S. W. Parks, Fairmont, W. Va. 
2. How to control editorial license 
Dr. Bryant, Louisville, Ky. 
3. How to finance your chapter publication 
Dr. Notan L. Armstronc, Oklahoma City, 
Okla. 


12 Noon Complimentary Luncheon 


1:30 p.m. Membership Techniques 
Moderator: Dr. Paut Reap 
(Two-hour session—15 minutes per paper 
—one-hour discussion) 
1. How to take “‘just” out of “I'm just a gen- 
eral practitioner.” 
Dr. Paut C. Marston, Kezar Falls, Me. 
2. How to maintain good relations with state 
and county medical associations 
Dr. Horace Esusacu, Drexel Hill, Pa. 
3. How to appeal to prospective members 
Dr. James K. Pickens, Clarksburg, W. Va. 
4. How to select among candidates for mem- 
bership 
Dr. Apert E. Rirrt, St. Paul, Minn. 

3:30 p.m. Adjourn 


Wives will be special guests during the three-day 
session. Lederle will host the ladies on Friday with a 
luncheon at Hotel Muehlebach and then will take them 
on tour of the Harry S Truman Library in Indepen- 
dence, Mo. The recently completed library houses 
official documents and mementos from the administra- 
tive era of the former President. 

The ladies are also invited to the Lederle cocktail 
party at 6 p.m. Friday in Hotel Muehlebach with their 
husbands who are attending the symposium. 

On Saturday, time has been allowed for shopping 
before gathering at 2:30 p.m. for a tour of the na- 
tionally renowned Nelson Art Gallery. The Academy 
has arranged the tour and for the tea which will be 
served at the gallery. 

The tour will include a special showing of the paint- 
ings by Ward Lockwood which were completed last 
year during his residence at the University of Kansas, 
Lawrence, Kan., as the Rose Morgan Memorial Pro- 
fessor. 
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In Biliary Distress 


ZANCHOL 


Improves Flow and Color of Bile 


Zanchol (brand of florantyrone), a distinct chemical 
entity unrelated to the bile salts, provides the medical 
profession with a new and potent hydrocholeretic for 
treating disorders of the biliary tract. 

The high degree of therapeutic activity of this new 
compound and its negligible side reactions yield dis- 
tinct clinical advantages. 
© Zanchol produces a bile low in sediment. 

@ Zanchol enhances the abstergent quality of bile. 


@ Zanchol produces a deep, brilliant green bile, re- 
gardless of its original color, suggesting improved 
hepatic function. 


@ Zanchol improves the flow and quantity of bile with- 
out increasing total bile solids. 

Bile with these qualities minimizes biliary stasis, re- 
duces sediment and debris in the bile ducts and dis- 
courages the ascent of infection. 

For these reasons ZANCHOL has shown itself to be a 
highly valuable agent in chronic cholecystitis, cholan- 
gitis and care of patients following cholecystectomy. 


Administration: One tablet three or four times a day. 
Zanchol is supplied in tablets of 250 mg. each. G. D. 
Searle & Co., Chicago 80, Illinois. Research in the 
Service of Medicine. 
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For over a generation Professor Lockwood has occu- 
pied an important role as a painter and teacher. This 
collection reveals his penetrating responses to the 
tempo of the 20th century. A collection of 184 old 
master and modern prints will also be featured. 

The Nelson Gallery which has one of the most ex- 
tensive collections of Chinese paintings in the United 
States, will be displaying the full scope of its Chinese 
collection, extending over eight centuries. The earliest 
painting is a Buddhist holy text, or sutra, of the sixth 
century in scroll form, on the back of which, in the 
tenth century, some monk or acolyte made free and 
simple sketches of Buddhist deities. 


The greatest achievement of Chinese artists is the 
painting of landscapes and the gallery owns two of the 
world’s most famous landscape scrolls. This exhibition 
gives a panoramic view of Chinese painting so that the 
visitor may enjoy the works of the great masters in the 
main stream of tradition as well as the contributions of 
lesser artists working in quite individual and often 
curious styles. 

On Saturday evening the state officers and their 
wives will be guests of Professional Men’s Insurance 
Agency of St. Louis at a cocktail party which imme- 
diately precedes the dinner. in Hotel Muehlebach’s 
Grand Ballroom. 


Dr. Andrew Tomb’s Work in Field 
Of Alcoholism Cited by Texas Commission 


Tue Texas Commission on Alcoholism has honored 
Academy Member Andrew S. Tomb of Victoria, Tex. 
for his pioneer role in setting up the commission in the 
Lone Star State. 

Certificates of service and plaques were presented to 
Dr. Tomb and to State Representative W. S. Heatley, 
Jr. of Paducah, both former commission members, dur- 
ing the First Annual Institute on Alcohol Studies in 
Austin. 

Dr. Tomb’s certificate pointed out that he had: 

“Pioneered among the profession at the state and 
national level in securing recognition of alcoholism as 
a disease; and 

“Proved in his own hospital that the recovery rate 
from alcoholism among those who will accept treat- 
ment, is higher than for any other chronic illness; and 

“Was active in the Texas Medical Association and 
the Academy of General Practice in developing and 
having adopted one of the first comprehensive evalua- 
tions in the United States of alcoholism as a medical 
problem; and 

“Served unselfishly as a member of the Texas Com- 
mission on Alcoholism, advised with us in such a man- 
ner that our program has been maintained on a medi- 
cally sound basis; and 

“In keeping with the highest tradition of the medi- 
cal profession, helped show the way to health and hap- 
piness to countless numbers of alcoholics who are now 
productive citizens of our state.” 

Representative Heatley was cited for his, legislative 
efforts ‘which have resulted directly in the hospital- 
ization of more than 4,000 alcoholic patients in the 
past three years.” 
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Preferences for Future Assembly Programs 
Expressed in Post-Meeting Questionnaires 


PREFERENCES for subject areas to be covered at future 
Assemblies—with heart disease, hypnosis and obstet- 
rics as some of the favorites 
—were expressed in a sum- 


mary based on question- 
naires from the Anniversary 
Assembly in Dallas. 

Due to the fact that the 
questionnaire cards, bound 
into the back of the official 
program, were worded dif- 
ferently and could be 
mailed in after the program 
instead of being left at the 
Assembly, a relatively small 
response was received com- 
pared to previous surveys. 
However, it was felt that 
those received did give a 
significant hint of the audi- 
ence feeling toward the 


1958 and future Assemblies. 

Many favorable com- 
ments on the pertinent 
planning of the entire pro- 
gram were received, at- 
tested to by the fact that 
several topics most re- 
quested for future assem- 
blies were also covered at 
this past one. The top ten 
topics requested were: 
Heart disease, obstetrics, 


T. Eric Reynolds, M.D. 
Slated to become president of the 4 
California Medical Association 
next year is Academy Member T. 
Eric Reynolds of Oakland. Dr. 
Reynolds, who has practiced in 
Oakland since 1926, is also chair- 
man of the board and president 
of California Physician’s Service. 
He was chosen president-elect at 
CMA’s 87th annual session. 
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What price quality? 


With the General Electric Aristocrat, the price is moderate indeed — 
particularly when you consider the deluxe values designed into this diagnostic 
unit, Nothing was allowed to stand in the way of our aim to produce 
better x-ray facilities for less investment. 

Combining complete fluoroscopic and radiographic versatility, the Aristocrat 
features 81-in, motor-driven angulating table; lightweight, automatic 
spot-film unit with precision phototiming; full-wave 300-ma, 125-kvp 
transformer and control. Overhead tube hanger offers 18-ft longitudinal, 
86-in. transverse coverage. Dual heavy-duty, double-focus rotating-anode 
tubes are standard. 


MEET THE ARISTOCRAT PERSONALLY! Your G-E x-ray representative will be 
glad to introduce you to one in your area. Or write X-Ray Dept., General Electric 
Company, Milwaukee 1, Wisconsin, for Pub. F-91. 


Special terms available during 


Progress ls Our Most Important Product 
GENERAL ELECTRIC 
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hypnosis, dermatology, ENT, gynecology diagnosis 
and therapy, psychiatry, manipulative-operative ob- 
stetrics, orthopedics and anemias. 

Along with topic suggestions were comments to 
have more time given to diagnosis and examination, 
with some therapy. Members also said they would like 
to have the speakers contain their remarks to the 
specified time limits. 

In reviewing the subjects on this year’s program the 
three which received the most favorable reaction on the 
basis of interest were duodenal ulcer, teen-agers and 
trauma. 

The survey’s questions on the exhibits showed that 
most physicians felt that the time schedule allowed 
adequate time for examining the booths and that the 
technical exhibitors were being helpful in discussing 
their exhibits with members. The display entitled 
"The Hands in Arthritis and Related Rheumatic Con- 
ditions” was given the most votes in answer to the 
question of which scientific exhibit was the most val- 
uable. 

One of the most interesting facts to come out of the 
survey was a heavy vote in favor of giving awards for 
the best scientific exhibit. This possibility had been 
considered by the committee previously but was not 
deemed feasible for several reasons. However, in light 
of the questionnaire response to this question the com- 
mittee may reconsider this request. 

Of several nonspecific comments on the programs 
many were contradictory, but generally it was felt that 
the program was a well-rounded one, with perhaps one 
suggestion being that the speakers take more time but 
not try to cover so much. 


Foreign Medical Graduates To Take Second 
Medical Qualification Exam This Month 


On SEPTEMBER 23 the second American Medical Quali- 
fication Examination for foreign medical graduates will 
be held in more than 50 medical schools in the United 
States and around the world. 

The first such test was given March 25 under the 
auspices of the Educational Council for Foreign Medi- 
cal Graduates, which began operation last November 
and has its headquarters in Evanston, Ill. Dr. Dean F. 
Smiley, former secretary of the Association of Ameri- 
can Medical Colleges, is executive director. 

Dr. Smiley reports that at the March examination 
298 foreign medical graduates took the test in 17 U.S. 
medical schools. Of the 298 candidates, 51 per cent at- 
tained a score of 75 per cent and therefore passed. 
Another 17 per cent attained scores very nearly pass- 
ing, but could not be passed. 
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Heads At Work—Members of the Commission on Membership and 
Credentials are shown at a recent meeting in Kansas City where 
they mapped membership strategy for the coming year. Shown 
clockwise around the table are Drs. C. J. Klaaren, Moscow, Ida.; 
Kenneth H. Beebe, Sterling, Colo.; John C. Smith, Cicero, IIl.; 
Mr. Roger Tusken of the Headquarters staff; Dr. Julius Michaelson, 
Foley, Ala.; Dr. Charles E. Wilbanks, Tulsa, Okla.; Miss Barbara 
Epperson and Mr. William McVay of the Headquarters staff; 
Dr. Norman Booher, Indianapolis, Ind., chairman of the commis- 
sion; Dr. Boyd H. Payne, Staunton, Va.; Dr. Francis P. Rhoades, 
Detroit, Mich. and Dr. Joseph W. Telford, San Diego, Calif. 


attendance. 


Another member, Dr. Lovis Bush, Baldwin, N. Y., was not in 


Thirty-five graduates of German schools took the 
examination. There were 19 from Italian schools, 17 
from Filipino schools, 16 from Austria, 15 from Cuba, 
14 from Ireland, 13 from India, 10 from Korea, 10 from 
Mexico and 12 from the United Kingdom. 

It is anticipated that the number of candidates tak- 
ing the examination this month will be much larger. 
Around June 1 there had been 530 applications from 
overseas students in various stages of completion and 
1,414 applications from foreign medical graduates with 
U.S. addresses that were also in various stages of com- 
pletion. 


Canadian College of General Practice 
Stresses More Hospital Privileges Needed 


THE SECOND scientific convention of the College of 
General Practice of Canada which was held recently in 
Winnipeg stressed the need for greater integration of 
general practitioners into their community hospitals in 
many parts of Canada. 

In its annual report to.the college, the Committee on 
Hospitals pointed out that there has been improvement 
in hospital privileges in some areas but that other areas 
have continued to close hospitals to general practi- 
tioners and still others are using a “wait and see” 
attitude. 
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TRADEMARK 


combined 
colorimetric | test for protein and glucose in urine 
“dip-and-read” 


Now...for the two most frequent and im- SPECIFIC FOR PROTEIN AND GLUCOSE 


: —unaffected by other urine constituents, drug 
portant urine tests...the ultimate in reli ot 


ability, simplicity and convenience. Just = sengrrive—detects as little as 10 mg.% protein 
“dip-and-read” a single UrisT1x Reagent and 0.1% glucose 
Strip for results in seconds...two vital diag- STANDARDIZED—color guides permit reliable 


nostic answers at the time of examination! pits 
TIMESAVING AND ECONOMICAL —completely 


COLORIMETRIC READINGS FOR PROTEIN disposable 
—no guesswork of turbidity estimations available: Urist1x Reagent Strips—Bottles of 125 


ENZYME SYSTEM FOR GLUCOSE— / \} AMES COMPANY, INC » ELKHART, INDIANA 
unrelated to copper-reduction methods /.\ Ames Company of Canada, Ltd., Toronto 
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During the past year the hospital committee con- 
tacted 232 of the larger Canadian hospitals and re- 
ceived completed questionnaires from 146 of them. All 
provinces were covered. Of the 146 replying, 59 re- 
ported they now have a Department of General Prac- 
tice, 25 are contemplating formation of such a depart- 
ment and 41 would like to establish a Department of 
General Practice. 

Dr. Merrell Carleton, chairman of the Hospital 
Committee, said he believed that the organization of 
general practice departments in all hospitals, particu- 
larly in Canada’s teaching hospitals is essential for the 
integration of treatment of patients. 

Some 600 doctors attended the annual meeting in 
Winnipeg with substantial representation from every 
province. 

Current college membership is nearly 1,700 and the 
membership objective for the end of this year is to 
have 2,000 out of some 3,000 Canadian general prac- 
titioners who might meet college qualifications. 

Other committees reporting at the meeting found 
that the general practitioner is finding more opportun- 
ity for postgraduate education in Canada and that 
there are now 27 hospitals in Canada which have 
established residency training in general practice as 
approved by the college. 

One of the college’s big achievements is the estab- 
lishment of a Sustaining Fund which is recognized by 
the Canadian government as furthering the educational 
activities of the college program. As such, donations 
from members and others to this fund are now income 
tax deductible. This fund is similar to the AAGP’s 
new Educational and Research Foundation which was 
approved at the assembly in Dallas. 

After two years effort, the Sustaining Fund has 
come into being, taking over from the Initial Founda- 
tion Fund. The members of the college’s Finance Com- 
mittee are trustees of this fund. 

The purpose of the Sustaining Fund is to further 
the postgraduate education and training of general 
practitioners; to further education and training of in- 
terns planning to enter general practice; to further 
research in matters pertaining to the general practice 
of medicine; to promote publication of original arti- 
cles by general practitioners on matters pertaining to 
the art and science of medicine; to provide scholar- 
ships and awards for the postgraduate education and 
training of individual general practitioners and to 
assist in the education of medical students enrolled in 
Canadian universities by promoting teaching by gen- 
eral practitioners. 

The third scientific convention of the college will be 
held April 20-23, 1959 at the Royal York Hotel, 
Toronto. 
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Psychiatric Handbook for Family Doctors 
Being Prepared by APA Education Project 


A HANDBOOK of psychiatric material for the family 
physician’s use is béing prepared by the General Prac- 
tice Education Project of American Psychiatric Asso- 
ciation. 

One portion of the handbook which can be most use- 
ful to the physician, reports Project Director Charles 
E. Goshen, is a directory of information which will 
assist him in answering his patients’ questions and will 
provide him with the kind of data he can use to advise 
his patients on various mental health matters. 

Dr. Goshen points out that one understandable 
source of confusion to the general practitioner is the 
value of the various “therapies” which the public 
reads and hears about, but much of which is sheer non- 
sense. He says that whether or not a given patient 
avails himself of one or more of these popularized 
“therapies” may depend entirely on the advice of the 
family physician. 

In order to guide general practitioners, the project 
is collecting the opinions of experts through a special 
query. Each expert is requested to identify himself 
with his opinion so that the doctor may judge the 
value of these opinions according to the experts’ pro- 
fessional background, and not according to the num- 
ber of people who arefor or against a given “therapy.” 

Many of the “therapies” listed in the query are 
likely to be mentioned through newspapers and other 
popular channels of communication. . 


Dr. John Cline Believes United Drives 
Hamper Major Disease Fighting Agencies 


A FrorMER AMA president, Dr. John W. Cline of San 
Francisco, has accused “one-big-give-for-all” fund- 
raising schemes of attempt- 
ing to wreck the research 
programs of the major vol- 
untary disease fighting 
agencies. 

Dr. Cline is a director of 
American Cancer Society, 
one of the agencies which is 
in the process of divorcing 
itself from all federated 
fund drives. 

Dr. Cline believes that 


because such voluntary 


groupsascancer, heartand — ening freedom in medical 
polio either have never research. 


John Cline, M.D. 
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Fostex degreases the skin 


and helps remove blackheads 


Fostex contains a combination of surface 
active agents (Sebulytic*) which: 
< Completely emulsify excess oil so that 
it is quickly washed off the skin. k 


< Penetrate and soften comedones, 
unblocking the pores and facilitating u 
removal of sebum plugs. 


Fostex dries and peels the skin s 
fe 
< The Sebulytic base of Fostex dries and x 
promotes peeling of the skin . . . actions i 
enhanced by the keratolytic effects of ; 
micropulverized sulfur and salicylic acid. ’ 
*(Sodium lauryl sulfoacetate, sodium alkyl aryl tl 
polyether sulfonate, sodium dioctyl sulfosuccinate.) li 
th 
Aen, | Fostex is easy for your patients to use tl 
of < Patients stop using soap on affected skin 
skin in the initial phase of acne : areas. Instead they use Fostex for thera- st 
treatment, when maximum $ peutic washing of the skin. The Fostex ol 
degreasing and goate : _ lather is massaged into the skin for 5 min- fo 
$  utes—then rinse and dry. pe 
FOSTEX CAKE; 
for maintenance therapy to >: WESTWOOD Pharmaceuticals 
keep skin dry and substantially ? 4 Division of Foster-Milburn Co. 00 
free of comedones. 468 Dewitt Street + Buffalo 13, New York Se 
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belonged to drives, such as the United Bay Area 
Crusade in San Francisco, or are pulling out of them, 
crusade officials are retaliating by collecting their own 
disease fighting funds and would like to “shatter the 
massive research programs now under way.” 

San Francisco is directly involved in the battle 
through efforts of the local chapter of the American 
Cancer Society to remain affiliated with the United 
Bay Area Crusade. 

In some areas, the united drives have continued to 
collect money for disease fighting and are either setting 
up their own research grants or offering the money to 
the voluntary health organizations. 

In most cases the voluntary agencies have refused to 
accept the money on the grounds that it constitutes a 
bribe to keep them from leaving the united drives. 

The voluntary health groups argue that donations 
for charitable causes and for disease research should 
be separated. They feel that the federated funds use 
the emotional appeal of diseases to raise funds and 
then do not give the health agencies a fair share of the 
money collected. 

Dr. Cline expressed his gratification for the AMA’s 
stand opposing the affiliation of health agencies with 
united charity campaigns. 

He insisted, however, that he had no quarrel with 
united drives as such and approved of their charitable 
work. 


Ask That Skin Tests Replace X-Ray 
As Initial Means of Detecting TB 


State and local authorities have been asked by three 
federal agencies to consider replacing compulsory 
X-tay programs with the tuberculin skin test as the 
initial means of detecting tuberculosis among students 
and school employees where experience has shown a 
low incidence of cases. 

The Public Health Service, Office of Education and 
the Children’s Bureau made this recommendation in 
light of the cost and the radiation exposure. In urging 
consideration of skin tests in school health programs, 
they point out that chest x-rays can then be limited to 
those whose skin tests are positive. 

Some time ago the three HEW agencies asked their 
Joint Committee on Health of the School Age Child to 
study tuberculosis case-finding techniques in the light 
of tuberculosis prevalence, the number of new cases 
found through x-ray programs and the effects of 
periodic exposure to low-level radiation. 

In view of radiation hazards, PHS recommended 
some months ago that x-ray surveys be conducted ona 
selective rather than on a mass basis. 
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The committee urges state and local health author- 
ities to seek changes in laws and regulations which 
make periodic chest x-ray examinations compulsory, 
thus paving the way for application of new knowledge 
and techniques. 


Special Feature on Milan, Mich. Shows 
Dr. J. S. DeTar as a Star Resident 


ACCORDING to a special feature article carried in a 
recent issue of the Detroit, Mich. News, the thriving 
village of Milan, Mich. is as picturesque as one of its 
chief residents, Dr. John S. DeTar, is energetic. 

Dr. DeTar, a past president of the AAGP and na- 
tionally known spokesman for the “generalist” as he 
prefers to call the general practitioner, has had many 
an article built around him. 

This feature on Milan tells how the village, through 
its charm and ingenuity, has kept such up-and-coming 
persons as Dr. DeTar as residents. Dr. and Mrs. 


Returns to School on Grant—Dr. Keith Hammond of Paoli, Ind. 
(left), Academy member of nine-years standing and well known 
for his many articles on children’s diseases, is the recipient of a 
two-year $4,800 Wyeth Laboratories pediatric residency fellowship. 
Dr. Amos Christie, chairman of the Pediatrics Department at 
Vanderbilt University, is shown making the presentation. Dr. 
Hammond has elected to study at the University of Louisville, 
Louisville, Ky. 
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WIDE AWAK 
TRANQUILIT 


(one 400 mg. tablet q.i.d.) 


QUIACTIN provides greater tranquility, yet avoids the drowsiness that 
causes patient discomfort or oversteps the bounds of safety.1 Work, and 
other normal activities, continue with no drop in efficiency.? Structurally, 
QUIACTIN is a glycidamide ... atom by atom, a completely new tranquil- 
izer, prolonged in activity, nontoxic, noncumulative and free of with- 
drawal symptoms. QUIACTIN will not deepen depression if it is present. 


tin for 


(oxanamide) 


1. Proctor, R. C., Southern Psychi- 
atric Assoc. Meeting, October 7, 
1957. 2. Feuss, C. D. and Gragg, 
L. Jr.: Dis. Nerv. Sys. 18:29, 1957. 


TRADEMARK: QUIACTIN® 


THE WM. S. MERRELL COMPANY 
New York - CINCINNATI! ~- St. Thomas, Ontario 
Another Exclusive Product of Original Merrell Research 
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DeTar have lived in Milan since he got out of medical 
school in 1931. 

The story points out such interesting spots as the 
huge old Main street home and office of Dr. DeTar and 
the garden which slopes gently to a lake, the village 
hall which was once the Ford Motor Company power 
plant and the Federal Correctional Institution. 


Standards for Policies and Procedures 
Set for Blood Transfusion Services 


Tue Btoop Councn, Inc. reports that it has 
established standards for evaluating and comparing 
policies and technical procedures of biood transfusion 
services throughout the country. 

The approved standards describe methods for the 
collection of blood from donors, storage, laboratory 
processing and preparation of certain blood deriva- 
tives as well as testing procedures to insure compata- 
bility with patients’ blood. 

Dr. Leonard W. Larsen of Bismarck, N. D., chair- 
man of the AMA Board of Trustees and newly re- 


elected president of the blood council, says, “These 
standards may be used by blood banks as a yardstick 
for voluntarily evaluating themselves.” 

The standards’ requirements compare with those of 
the National Institutes of Health and extend to 
methods of assuring proper dispensing of blood. The 
document will be revised as new and approved 
methods become known and accepted. 

The council says it will not seek to inspect or 
accredit blood transfusion services but will permit the 
adoption of these standards by accrediting agencies 
such as state health departments, medical societies 
and hospital associations. 

At its recent meeting in San Francisco, the council’s 
board of directors authorized a directory of blood 
banks which will be developed from a comprehensive 
nation-wide survey of blood transfusion services now 
under way by the council. 

The council’s board is composed of two directors 
each from its member institutions which are the Ameri- 
can Associations of Blood Banks, American Hospital 
Association, AMA, National Red Cross and American 
Society of Clinical Pathologists. 


Medical News in Small Doses: 


Members desiring reprints of Dr. Tom Spies’ article, 
“Some Recent Advances in Nutrition,” which ap- 
peared in the June 7, 1958 JAMA may obtain copies 
for their library files by writing to Academy head- 
quarters. The article was first presented at the AMA’s 
1957 annual meeting and brought AAGP Member 
Spies the Distinguished Service Award. . . . Third year 
students at University of Pennsylvania Medical School 
will hear Dr. Horace Eshbach, vice speaker of the 
Academy’s Congress of Delegates, speak on September 
12, His speech will be on general practice and the 
AAGP. Next month Dr. Eshbach will be a panelist on 
the program of the 109th annual meeting of the Medi- 
cal Society of the State of Pennsylvania. The panel 
topic will be “Chronic Infections as a Cause of 
Fatigue.” . . . Ohio Governor C. William O’Neill has 
named Dr. Harris D. Iler, member from Lakewood, 
Ohie to the State Medical Board. . . . Dr. Sara Rose- 
krans, Academy member from Neillsville, Wis., re- 
turned recently from a world trip observation of medi- 
cal practice throughout the world. Upon her return 
she reported to Pan American Medical Women’s Alli- 
ance, an organization which she now heads as presi- 
dent... . The 22.3 per cent increase in New York Blue 
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Cross premium rates, authorized in mid-June by the 
State Superintendent of Insurance, is expected to go 
into effect September 15. New York Blue Cross which 
serves New York City and 12 counties in the southern 
part of the state, is the largest single plan of this type 
in this country. Under present rates, a family in a group 
plan pays $4.36 a month. The state has now granted 
the raise to $5.34. . . . Recently appointed regent for 
Morehouse State College in Kentucky is Dr. Elwood 
Esham, member from Vanceburg, Ky. He was ap- 
pointed by Governor A. B. Chandler. . . . More than $4 
billion—a rate of about $11 million per day—of the 
nation’s health care bill will be paid in 1958 through 
voluntary ‘health insurance programs, predicts the 
Health Insurance Council. This estimate was based on 
the results of its 1957 survey of health insurance cover- 
age in the United States. Benefit payments last year 
amounted to $3.5 billion. . . . Health News Institute 
has elected Kenneth F. Valentine, president of Pitman- 
Moore Company, Indianapolis, chairman of its board 
of directors. He succeeds George F. Smith, president 
of Johnson & Johnson, New Brunswick, N. J... . On 
September 1, Dr. John B. Youmans, recently resigned 
dean of Vanderbilt University Medical School, took 
over his full-time duties as technical director of re- 


search in the office of the Army Surgeon General in 
Washington, D. C. 
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Hews from the State Chapters 


UNUSUALLY FINE TURNOUT, 150 Mlinois chapter 


bers and guests, were on hand to attend the spe- 


cial chapter luncheon held during the recent annual 
Bmecting of the Illinois State Medical Society in the 
Sherman Hotel, Chicago. 

Among the distinguished members and leaders at 
tae meeting were Dr. Lester S. Reavley, president of 
te Illinois State Medical Society; Dr. Norris J. 
Heckel, president of the Chicago Medical Society and 
Be A. I. Doktorsky, Illinois chapter president. (See 
ful.) 

The three presidents spoke about the similarity of 
Burpose of the three groups and the spirit of active 
Gooperation which exists between the three organiza- 


@etions. Dr. Doktorsky assured both of the other leaders 


that the AAGP is firmly bound to a policy of mutual 
Gooperation in working for the common good. 

At the luncheon were three physicians who are 

members of the Illinois ‘50-Year Club,” each having 
been in practice, for 50 years. Two of the trio are 
Academy members of long standing and active partici- 
Dation. The three (see cut) are Dr. Andy Hall of Mt. 
Vernon, the AMA’s ‘Family Physician of the Year” in 
1950; Academy Member L. H. Johnson of Casey, who 
with his two physician sons maintains the Johnson 
Giinic and Academy Member A. R. Whitefort of St. 
Eimo, who has attended the Illinois AAGP post- 
Maduate school for the past five years and been an en- 
thusiastic Academy supporter. 
PSan Antonio’s Municipal Auditorium will be the 
Weation for the Texas chapter’s annual meeting, 
September 21-24. Gunter Hotel will also be used for 
some of the scheduled activities. 

Dr. Walter Walthall, chairman of the state’s annual 
Seientific program committee, has announced the fol- 
swing list of speakers: Dr. Leroy Burney, Surgeon 
Seneral, USPHS; Dr. Willis Brown, University of 
Arkansas; Dr. Franklin G. Ebaugh, Denver; Dr. 
Homer B. Field, Northwestern School of Medicine; 
Dr. Sydney Gellis, Harvard Medical School, Boston; 
Dr. Milton Helpern, chief medical examiner, City of 
New York; Dr. Sherman M. Mellinkoff, University of 
California Medical Center; Dr. Alton Ochsner, New 
Orleans; Dr. Philip Thorek, Chicago and Mr. Philip 
Overton, chief counsel for Texas Medical Association. 

General chairman is Dr. Max Johnson of San 
Aiitonio; Mrs. Johnson is supervising the ladies’ 
Activities. - 

Galveston chapter members honored one of this 
Year's ten Mead Johnson winners when they pre- 
Rnited the certificate of award to Dr. Talbot G. McCor- 


GP Seotember 1958 


Mlinois Medical Leaders— These three organization presidents spoke 
to 150 Illinois chapter members and guests at a luncheon held 
during the recent Illinois State Medical Society meeting in Chicago. 
They are, left to right: Drs. Norris J. Heckel, president of the Chicago 
Medical Society; A. 1. Doktorsky, president of the Illinois AAGP, 
and Lester S. Reaviey, president of the Illinois State Medical Society. 


Trio of “50-Year" Members—These three physicians, all members 
of the Illinois State Medical Society, have each been practicing more 
than 50 years. They are, left to right, Academy Member Lester H. 
Johnson, Casey; Dr. Andy Hall of Mt. Vernon and Academy Member 
A. R. Whitefort of St. Elmo. 


mick, Jr., an intern at the University of Texas medical 
branch. 

The $1,000 award was given to Dr. McCormick at a 
chapter meeting in Galveston. The recipient will begin 
his one-year residency training in general practice at 
Huey P. Long Charity Hospital in Pineville, La. 

Installation of officers was also featured at the meet- 
ing with Dr. Wooten Brown assuming the presidential 
duties from outgoing president Dr. Edward Kealey of 
Texas City, New vice president is Dr. William Ander- 
son of La Marque and Dr. A. Magliolo of League City is 
secretary-treasurer. 
> Wisconsin chapter members have made plans for a 
more extensive annual meeting this year, with an in- 
creased number of scientific speakers and exhibits. 

Dr. Charles J. Picard of Superior, chairman of the 
committee on scientific assembly, announced a goal of 
between ten and twenty scientific exhibits for this 
September 14-16 meeting. Three scheduled exhibits 
are to be presented by Academy members, two of whom 
have exhibited at AAGP Assemblies. 
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Nephenalin:, the square purple tablet that relieves asthma with nebulizer speed for 4 full 
hours, offers convenience and reassurance to your ambulant asthmatic patient. Placed under the 
tongue, the NEPHENALIN tablet quickly releases 10 mg. of Isoproterenol HCI, the potent homo- 
logue of epinephrine, for immediate opening of the airway. Swallowed, the NEPHENALIN tablet 
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The scientific speakers will cover some 14 selected 


topics. 


In charge of all arrangements except speakers is 
Dr. Norbert McGreane of Darlington, chairman of the 
Committee on organization. Dr. Royden Collins of 
Madison, speaker of the Wisconsin congress of dele- 
gates, has outlined procedure for the business meet- 
ings. 

On the social side, arrangements are being made to 
reserve a block of seats for a night game between the 
Milwaukee Braves and the San Francisco Giants. 

The Wisconsin chapter announces that Mr. Lou 
Riepenhoff of Milwaukee has been hired as executive 
Secretary succeeding the late Mr. Robert Dufour. 
> The Thunderbird Hotel in Las Vegas was the site of 
the recent three-day annual scientific meeting of the 
Nevada chapter. 

Clark County (Nevada) chapter was the host. Six 
guest lecturers appeared on the program. 

Election and installation of officers were carried out 
during the meeting. Dr. Robert V. Broadbent of Reno 
succeeded Dr. Edgar L. Compton as chapter presi- 
dent. Dr. Dennis Cunningham of Las Vegas was 
selected as the new president-elect and Dr. Richard C. 
Sheretz of Reno became secretary-treasurer. Newly- 
elected delegate is Dr. Glenn Tueller of Las Vegas 
who, along with Delegate Broadbent, will attend next 
year’s Assembly in San Francisco. 

Dr. Matthew Block of the University of Colorado 
School of Medicine spoke on “Importance of Routine 
Blood Counts” and “Iron Metabolism and Diseases 
Characterized by Abnormal Bleeding.” 

Another member of the University of Colorado 
faculty, Dr. C. Wesley Eisele, spoke on “Management 
of Hypertension” and “Subacute Bacterial Endo- 
carditis.” 

Topics of Dr. Julius Jenson of the University of St. 


‘Louis, Mo., were ‘Atherosclerosis and Hypercholes- 


terolaemia” and ‘““The Electrocardiographic Diagnosis 
of Myocardial Infarction.” 

Dr. Henry K. Silver of the University of Colorado 
discussed ‘Early Management of the Premature In- 
fant,” “Diseases of the Newborn—Newer Develop- 
ments” and “‘Anemias of Childhood.” 

“The Electrocardiogram—Its Indications and Limi- 
tations,” “The Electrocardiogram in Evaluating the 
Effects of Digitalis” and ‘The Problem of Pulmonary 
Disease as Related to the Electrocardiogram” were 
discussed by Dr. Leonard H. Schwartz of Los Angeles, 
Calif. 

The sixth speaker was Dr. Adrien Ver Brugghen of 
the University of Illinois College of Medicine who dis- 
cussed “Subarachnoid Hemorrhage.” 

Overall program chairman was Dr. J. C. Russell. 
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> Recognizing the increasing need of most family doc- 
tors to learn more about the problems of the mentally 
ill, the Delaware chapter and the Mental Health 
Association of Delaware will sponsor their second 
seminar series in psychiatry and mental health on 
September 17 for Delaware family physicians. 

The ten-week course will be held for three hours 
one day per week and is a follow up on the one-day 
symposium on “Emotional Disturbances of Child- 
hood” which was held on April 12. 

Ten leading psychiatrists have been asked to speak 
on the following topics: Recognition of mental depres- 
sions and potential suicides; uses and misuses of seda- 
tives, tranquilizers, hypnotics and anti-depressants; 
emergency treatment of the acute psychotic; recogni- 
tion of the stage where a patient might need referral to 
a psychiatrist or an institution; diagnosis from condi- 
tions which simulate psychiatric problems; geriatric 


Hawaii Selects Officers—Election of officers was the order of business 
at the recent annual banquet meeting of the Hawaii chapter in 
Honolulu. Shown left to right are: Drs. Clifford Druecker, secretary- 
treasurer; Robert Chung, director; David Pang, director; Homer 
Benson, past president and new director and R. Varian Sloan, new 
president. Not pictured is Dr. T. David Woo, new vice president. 


Island Executives—Among the 75 members, wives and guests who 
attended the Hawaii meeting at the Oahu Country Club were these 
four, shown left to right, Dr. and Mrs. Homer Benson and Dr. and 
Mrs. R. Varian Sloan. Dr. Sloan succeeded Dr. Benson as new 
chapter president while Dr. Benson was elected as a new director. 
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“The need of oxygen, prime atom 
without which life cannot exist, is 
increased in both mother and child 
during the energy-consuming birth 
process.... Pure oxygen is also of 
value for prevention of nausea and 
vomiting, which is a serious hazard 
to the anesthetized patient during 
delivery.” 

“Obstetric Oxygenation,” Dunlap, J.C.: 
Texas State J. M. 52:806 (Nov.) 1 


you can rely on OXYGEN U.S.P. by 


producer of highest-purity oxygen 
for more than 50 years 


Linde Company (Dept. GP-9) 
Division of Union Carbide Corporation 
30 East 42nd Street, New York 17, N. Y. 


Please add my name to the complimentary mailing list 
for OXYGEN THERAPY NEwS—your monthly review of 
current articles on the use of oxygen in medicine. 
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considerations; alcoholism and drug addiction; pit- 
falls in diagnosis and management of paranoia and the 
psychopath; pediatric and adolescent psychiatric 
problems and normal mental health. 

p Three chapter past presidents were among the 11 
guest speakers at the annual scientific session of the 
Washington chapter, May 30-31 in Yakima. 

The three were Dr. Joseph W. Telford, immediate 
past president of California chapter and a member of 
the Academy’s Commission on Membership and Cre- 
dentials, Dr. Austin B. Kraabel, past president of 
Washington chapter and former chairman of the 
Washington State Mental Health Survey Commission 
and Dr. Erroll W. Rawson, another past president of 
the Washington chapter. 

Topics for the three Academy members were, 
respectively, ‘General Practitioner of the Future,” 
“Problems of Mental Health in General Practice” and 
"Lesions of the Breast.” 

Installation of officers was another order of business 
during the session, with Dr. Dewey Fritz of Cathlamet 
assuming the presidency. Dr. Lewis Dewey of Okano- 
gan was elected vice president; Dr. John C. Ely of 
Opportunity was selected as president-elect and Dr. 
John E. Gahringer, Jr., Wenatchee, is the new secre- 
tary-treasurer. 

Subjects chosen by the other speakers included: 
Surgical conditions, cardiology, nutrition, endocri- 
nology, emotional aspects of chronic disease and phar- 
macology. 

Also appearing on the program were: Drs. Louis A. 
Buie, Mayo Foundation Graduate School at University 
of Minnesota ; Joel Wilson Baker, Virginia Mason Hos- 
pital, Seattle; Charles E. McLennan, Stanford Uni- 
versity School of Medicine; E. Cowles Andrus, Johns 
Hopkins Hospital; George R. Cowgill, Yale Univer- 
sity; Vincent C. Di Raimondo, University of Califor- 
nia; George Saslow, University of Oregon Medical 
School and Frederick Lemer, University of Washing- 
ton Medical School. 

The ladies’ program included a luncheon, skit and 
bridge program at the Country Club; a chartered plane 
trip over the Cascades, Mt. Rainier and Mt. Adams; a 
box lunch picnic at Sportsmen’s Park; a bus tour of 
the Yakima Valley and a drive to White Pass and chair 
lift for a one-mile ride to Cascade Crest. 

Friday evening there was a buffet banquet for physi- 
cians and their wives and a Little Theatre presenta- 
tion of “Harvey.” 

A Saturday evening banquet for members and their 
wives was held in Harvest Hall of the Chinook Hotel. 

New executive secretary of the Washington chapter 
is Mr. Walter Lapeley of Vancouver who succeeds 
Mrs. Katherine Lehman of Spokane. 
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North Conway Session Speakers—This medical quintet presented 
the day-long program at the tri-state annual meeting of Vermont, 
Maine and New Hampshire chapters: They are (left to right): 
Drs. Ellsworth L. Amidon, University of Vermont; George W. Welsh, 
University of Vermont; Allen |. Saunders, Augusta State Hospital, 
Augusta, Me.; John T. Konecki, Lewiston, Me. and Leo P. Krall, 
Joslin Clinic, Boston. 


Tri-State Representatives—Members and officers from the Maine, 
Vermont and New Hampshire chapters held their fifth annual tri- 
state meeting in Eastern Slope Inn, North Conway, N. H. Shown 
here (left to right) are Dr. Paul C. Marston, Maine chapter president; 
Dr. William F. Jardine, representing the president of the Vermont 
chapter and Dr. Harold C. Pickwick, New Hampshire chapter 


president. 


p> An exhibit of a series of anatomic and surgical draw- 
ings relating to appendicitis was sponsored and dis- 
played by the Oregon chapter recently in the new 
Oregon Museum of Science and Industry in Portland. 

The Health Fair, at which the booth was shown, was 
sponsored by the Portland Jaycees and Community 
Council’s Health Division and was the very first func- 
tion in the new museum building. 

The Oregon chapter booth was arranged by Member 
Stanley A. Boyd, who was also co-chairman of the 
Health Fair. 
> Bluegrass State physicians, their wives and families, 
were invited by the Kentucky chapter to attend its fifth 
annual Kenlake Seminar on July 10. 

Scheduled speakers for the afternoon scientific pro- 
gram were Drs. Hugh Linn, Louisville, Ky.; Frank L. 
Lyman, Evansville, Ind.; A. Lee Litchman, New York 
City and George Hamwi, Columbus, Ohio. 

A smorgasbord and social hour followed the scienti- 


fic program. 
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Physicians in Tokyo prescribe Serpasil 
for many different h 


Physicians in Tokyo, Japan, like many of 
their colleagues throughout the world,* rely 
on the versatility of Serpasil in treating 
hypertension. 


In mild hypertension, Serpasil by itself calms 
the patient as it lowers blood pressure slowly, 
gradually and safely. It can be used as a prim- 
ing agent in more severe cases to prepare the 
patient and enhance his response to the sub- 
sequent use of more potent drugs. And in 
almost every case, Serpasil used adjunctively 
lowers the dosage requirements of other anti- 


~~ 


rtensive patients 


hypertensive agents and thus keeps their side 
effects to a minimum. 


Whether or not you practice in Tokyo, you 
can use Serpasil in almost any antihyperten- 
sive program—to benefit many hypertensive 
patients. 


SERPASIL® (reserpine CIBA) 
2/2581MB 


c I B A SUMMIT, N. J. 


*An objective survey of 1245 physicians in the 
U.S. and in 49 other countries brought out this 
fact: Serpasil controlled or helped to control high 
blood pressure in 73.8% of all patients treated. 
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CONTINUED FROM PAGE 35 


On the Calendar 


report actual hours of attendance. Maximum hours listed when 
available. 


Oct. 9-11. The Academy of Psychosomatic Medicine, course on 
the psychosomatic aspects of internal medicine, Park- 
Sheraton Hotel, New York City. (15 hrs.) 

*Oct. 11-12. Maryland chapter, tenth annual meeting, Hotel 
Alexander, Hagerstown. 

Oct. 12-17. American Academy of Ophthalmology and Oto- 
laryngology, meeting, Chicago. 

*Oct. 13-17. New York University-Bellevue Medical Center, 
full-time course on gynecologic endocrinology, New 
York City. 

*Oct. 15. New Hampshire chapter, annual meeting, New Hamp- 
shire Highway Hotel, Concord. 

*Oct. 15-16. Arkansas chapter, annual meeting, Marion Hotel, 
Little Rock. 

*Oct. 15-16. St. Louis University, course in pediatrics, Firmin 
Desloge Hospital, St. Louis, Mo. (10% hrs.) 

*Oct. 15-16. Georgia chapter, annual meeting, Dinkler-Plaza 
Hotel, Atlanta. 

*Oct. 16-17. Oregon chapter, annual meeting, Columbia Athletic 
Club, Portland. 

*Oct. 16-30. Woman's Hospital Division of St. Luke's Hospital, 
two courses, ante-partum care and the conduct of labor 
and delivery, New York City. (30 hrs.) 

*Oct. 18-19. Missouri chapter, annual meeting, Chase Hotel, 
St. Louis. 

*Oct. 19-21. North Carolina chapter, annual meeting, Hotel 
Washington Duke, Durham. 

Oct. 19-24. American Society of Anesthesiologists, annual 
meeting, Penn-Sheraton Hotel, Pittsburgh, Pa. 

Oct. 19-26. International Association of Allergelogy and the 

French Allergy Association, third international congress 
of allergology, Paris, France. 

Oct. 20-21. American Cancer Society, scientific meeting, New 
York City. 

*Oct. 20-23. New York chapter, annual meeting, War Memorial, 
Rochester. 

*Oct. 20-24. New York University-Bellevue Medical Center, 
full-time course on. x-ray diagnosis in obstetrics and 
gynecology, New York City. 

*Oct. 21-22. Minnesota chapter, annual meeting, Rochester. 

*Oct. 21-23. Louisiana chapter, annual meeting, Bentley Hotel, 
Alexandria. 

Oct. 23-25. American College of Gastroenterology, annual 
course in postgraduate gastroenterology, Jung Hotel, 
New Orleans, La. 

Oct. 24-27. American Heart Association, scientific sessions 
and annual meeting, San Francisco. 

Oct. 27-31. American Public Health Association, 86th annual 
meeting, St. Louis, Mo. 

*Oct. 27-31 and Nov. 4-7. Chicago Medical Society, fall post- 
graduate courses, Hamilton Hotel, Chicago. 

*Oct. 31-Nov. 2. Colorado chapter, annual meeting, Cosmo- 
politan Hotel, Denver. 

Nov. 3-6. Southern Medical Association, meeting, New 
Orleans, La. 

*Nov. 4-7. Illinois chapter, annual meeting, Morrison Hotel, 
Chicago. (10 hrs.) 

. 7, Wisconsin chapter, et al., conference on athletic injuries, 
Milwaukee Electric Company Auditorium, Milwaukee. 
(7 hrs.) 

Nov. 10-13. Interstate Postgraduate Medical Association, 

1958 interstate assembly, Cleveland. 
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By 1970, the nation should probably spend at least a 
billion dollars a year on medical research. Half of this 
amount should be spent by the Federal government! 

This is one of a number of striking recommendations 
made in a report recently released by the Department 
of Health, Education and Welfare. The report, based 
on a ten-month study by a committee of medical edu- 
cators, researchers and industrialists headed by Dr. 
Stanhope Bayne-Jones, dean-emeritus of Yale’s School 
of Medicine, also recommended that 14 to 20 new 
medical schools be constructed, partly to increase the 
number of medical researchers. . 

In fiscal 1958, it is estimated that $355 million was 
expended for medical research by industry, private 
philanthropies and the federal government (the latter’s 
share equalled 60 per cent of the total). While almost 
all federal agencies with medical programs either 
carry out research or make grants for this purpose, the 
National Institutes of Health in Bethesda, Md., are 
the big spenders in this field. It may be well to look 
at the Topsy-like growth of these organizations in the 
last ten years. 

By way of background, the National Institutes of 
Health had its beginning with the establishment of 
aresearch laboratory on Staten Island, N.Y., in 1887. 
In 1891 it was transferred to the Public Health Service 
Headquarters in Washington, D. C. In 1930 the labo- 
ratory was formally titled the National Institute of 
Health. This was followed by the authorization of the 
National Cancer Institute in 1937. 

Since the end of World War II the following insti- 
tutes have been established: Division of Research 
Grants, National Heart Institute, Allergy and Infec- 
tious Diseases, Dental Research, Mental Health, 
Neurological Disease and Blindness, and Arthritis and 
Metabolic Diseases. In the 85th Congress a National 
Radiation Institute was proposed. 

Of the total appropriations provided for the insti- 
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The AMA Washington Report highlights 
legislative activity of interest to physicians. 

Prepared exclusively for GP by the AMA’s Washington Office, 
this monthly feature presents a running box score 

of important legislative action. 


AMA Washington Report 


tutes, about one-third is used for research conducted 
in their own laboratories. The remainder is used to 
support research and training in nonfederal medical 
institutes in the form of grants to medical schools, 
hospitals and individuals. The following is a brief 
summary of the activities of the various individual 
institutes and programs. 


General Research 


In 1950, $12 million was provided. Since the Insti- 
tutes for Arthritis and Metabolic Diseases, Neuro- 
logical Diseases and Blindness, and Allergy and In- 
fectious Diseases were not in operation until 1954, it 
is presumed that the bulk of the funds went to re- 
search in these fields. For the next three years, the 
appropriations increased slowly, reaching $16.6 
million in 1953. With the three new institutes in 
operation in 1954, the fund for general research was 
reduced to $4.7 million in 1954 and 1955. In 1956, 
it bounced back to $7.2 million. A further increase in 
1957 (the pivotal year for federal research funds) 
made $11.9 million available. This was raised to $14 
million in 1958. 

For the current fiscal year, the appropriation has 


been doubled to $28,974,000. 


National Cancer Institute 


This is the oldest and, to judge from the amount of 
appropriations, the most popular of the institutes. In 
the last few years, when these appropriations were 
before the Senate, cancer was the main subject dis- 
cussed. The Senators were reminded that Senators 
Taft, Tobey, Wherry and McMahon all succumbed to 
this disease. 

In 1950, $18.9 million was provided for research on 
cancer. In 1951, the fund rose to $20.7 million, only 
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CAMP-ZIEMAN LYMPHEDEMA ARM SLEEVE 


affords excellent control of swollen arm 
after radical mastectomy 


The Camp -Zieman Lymphedema Arm 
Sleeve provides consistent control over the 
full length of the arm and helps relieve 
disfiguration, distress and disablement aris- 
ing from edema following radical mast- 
ectomy. Made of kiddie elastic with trans- 
verse stretch, the Camp-Zieman arm sleeve 


adjusts easily to swelling needs, is simply 
applied and assists the patient to early 
mobilization with graded exercises. Ad- 
justment lacer extends the full length of 
the arm on the inner side; shield under 
lacer protects the skin; the mitten being 
buttoned to the sleeve, is detachable and 
an extra mitten is provided for laundering 
without interruption in treatment. Avail- 
able in two lengths for either right or left 
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Jackson, Michigan 
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to drop back to $15 million in 1952. Starting with 
$17.9 million in 1953, the appropriation rose steadily 
each year until it was at $24 million in 1956. This fig- 
ure was almost doubled in 1957, rising to $48.4 mil- 
lion. Last year $56.4 million was provided. 

This year the appropriation is $75,268,000, bring- 
ing to $319.4 million the ten-year federal contribution 
for cancer research. 


National Heart Institute 


Since heart disease is the largest single cause of 
death in the United States, it is not surprising that a 
research institute for this disease was one of the earli- 
est established. What is surprising, however, is that, 
comparatively, it has not fared so well, appropriation- 
wise, as cancer, the number two killer. In 1950, $10.7 
million was spent. Research in this field accounted for 
$14.8 million in 1951, dropping to $10 million in 1952. 
As with the Cancer Institute, 1953 began the steady 
climb of heart disease appropriations with $12 million. 
By 1956, these funds were increased to $18 million. 
Again, as with cancer, 1957 brought almost a 100 per 
cent increase, to $35.2 million. In 1958, the appropri- 
ation was raised to $39.2 million. 

For this fiscal year it is $45,613,000, bringing the 
ten-year total to approximately $206.7 million. 


National Institute of Mental Health 


Unlike the other institutes, the National Institute 
of Mental Health did not spring from the national 
research institutes provisions of the Public Health 
Service Act. It was authorized in the National Mental 
Health Act of 1946. In 1950, $11.6 million was appro- 
priated, only to drop back to $10 million for 1951 and 
1952. The year 1953 brought only a small increase to 
$10.9 million, but heralded future increases. By 1956, 
the figure had risen to $18 million and 1957 brought 
the expected doubling of the‘ total to $35.2 million 
($1.8 million more than for héart disease). Last year 
saw a further increase to $39.2 million. For the current 
fiscal year, $52,419,000 is being provided. For the ten- 
year period under consideration, approximately $222.5 
million has been expended for research in this field. 


National Institute of Dental Research 


While this institute was authorized by legislation in 
1944, funds to carry out dental research were not 
specifically earmarked until 1951. From *that time 
through 1956 the appropriation hovered in the vicinity 
of $2 million a year. In 1957 the figure jumped to $6 
million. Last year it was increased to $6.4 million and 
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for 1959 it is $7,420,000. Dental research received an 
additional boost this year with the authorization of 
$3.7 million for the construction of a dental research 


building. 


National Institute of Arthritis and Metabolic Diseases 


While authorized in 1950, funds for this institute 
were not specifically earmarked until 1954 when $7 
million was given. Each year saw continual increases. 
In 1955, $8.3 million; in 1956, $10.8 million; in 1957, 
$15.9 million and in 1958, $20.4 million. The Con- 
gress has appropriated $31,215,000 for 1959. 


National Institute of Neurological Diseases and 
Blindness 


Like the Arthritis and Metabolic Diseases Institute, 
this was established in 1950. Its funds were not ear- 
marked until 1954. In that year $4.5 million was pro- 
vided. 1955 brought $7.6 million; 1956, $9.9 million; 
1957, almost double to $18.6 million and in 1958, $21.4 
million. In 1959, $29,403,000 has been appropriated. 


National Institute of Allergy and Infectious Diseases 


While this institute was designated only as late as 
1955, in point of fact its field of research has been the 
one in which the Public Health Service has worked the 
longest; the. original laboratory was primarily con- 
cerned with infectious diseases. To carry out research 
on these diseases, $5.7 million was voted in 1954. The 
next year brought $6.2 million; 1956, $6.5 million ; this 
figure was doubled in 1957 and a further increase, to 
$17.4 million, was made in 1958. For next year, 
$24,071,000 has been appropriated. 

The total appropriations for fiscal 1959 for the 
National Institutes of Health is $294,383,000 ($53 
million more than in 1958). When added to the re- 
search funds provided for the Veterans Administration 
($15,344,000) and medical research budgets of other 
federal agencies, it becomes obvious that the federal 
government is rapidly approaching the $500 million 
figure recommended by the Bayne-Jones Report. 


Veterans Administration 


For inpatient care in VA hospitals, contract hos- 
pitals and domiciliaries, the Congress has appropriated 
$715,465,000. This will provide care for approximately 
140,000 patients a day, two-thirds of whom are being 
treated for nonservice-connected disabilities. In addi- 
tion, the Veterans Administration expects to spend 
$75,399,000 for outpatient care. 
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